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Sheard, C.: Applications of a Fundamental 
Mathematical Equation to Ocular Refraction 
and Ophthalmic Lenses. Am. J. Ophth., 1924, 
3S. Vil, 597. 

This article establishes the general applicability 
ofa single mathematical equation to the determina- 
tion of the effects of changing positions, curvatures 
and thicknesses of lenses as used in ophthalmic 
practice or worn by the person for whom they were 
prescribed. —The fundamental formula presented for 
consideration is C=k s D?, in which C represents 
the change in effectivity or vertex power expressed 
indiopters and & is a constant or multiplying factor 
with a value of 0.001 when s, the distance, is 
expressed in meters. D represents the specified 
dioptric power of the lens. 

After discussing the meaning of the expression 
“change in effectivity” and illustrating his state- 
ments with diagrams, Sheard proceeds to show the 
universality of application of the formula to: (1) 
calculation of the effects of changing the position 
of a single lens before the eye, (2) the effect of a 
change of position of a lens in the trial frame or 
other refracting instrument, (3) the amount of hy- 
petopia or myopia corrected by a given lens, (4) the 
elects of thickness and curvature upon the effective 
ot vertex powers of lenses and their neutralization 
values, and (5) the vertex or effective powers of 
cataract lenses. 

The portions of the article which deal with the 
determination of the refractive equivalents or frame 
powers of modern ophthalmic lenses and in particu- 
lar with the calculation of the vertex powers of 
lenses prescribed in postcataract cases should prove 
ol special interest to ophthalmologists. Meniscus 
lorms of lenses with varying base curves used for 
the purpose of giving wide angle fields of undis- 
orted vision are compared as regards their effective 
powers with the biconvex and biconcave trial case 
lenses. The article includes tables showing the 
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effective powers of cataract lenses ground with 
various curves. These calculations show the 
difference between the frame power and neutraliza- 
tion values of different types of lenses. Several 
diagrammatic illustrations and a number of numeri- 
cal examples emphasize the points presented. 
The acceptance of the fundamental formula and an 
appreciation of its significance in refractive problems 
should prove of considerable value since it removes 
some of the outstanding difficulties in modern 
ophthalmic lens theory and practice. 


Johnson, F. M.: The Treatment of Carcinoma of 
the Conjunctiva with Radium. Am. J. Ophih., 
1924, 3 S. Vii, 589. 

The usual treatment of carcinoma of the con- 
junctiva has been excision with local cauterization, 
enucleation, or exenteration. The author reports 
seven cases treated by unfiltered radiation which 
seem to prove that this method is preferable to 
surgical removal as the latter may spread the disease. 
Four of the cases had been operated upon and had 
developed a recurrence. After radiation there was 
only one recurrence near the site of the original 
tumor. In one case the eye was removed elsewhere 
before the completion of the treatment and a 
recurrence developed in the soft tissue of the orbit. 

Vircit Wescott, M.D. 


King, C.: The Use of the Simplified Gullstrand 
Diaphragm Ophthalmic Lamp in Current 
Clinical Practice. Ohio State M.J., 1924, xx, 508. 

King advocates the simplified form of the Gull- 
strand diaphragm lamp “‘for daily current clinical 
work, not only for external examination but for 
ophthalmoscopy, for transillumination of the media, 
for transillumination of the eyeball, and especially 
for retinoscopy.”’ 

A dental bracket is substituted for the heavy 
metal-based tripod to insure easier manipulation, 
and several tubes are supplied for transillumination, 
retinoscopy, and ophthalmoscopy. 
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In focal illumination the modified lamp gives a 
concentrated light with a surrounding area of dark- 
ness. With this lamp and the ophthalmoscope of 
the Gullstrand apparatus, very fine opacities can be 
seen by the light reflected from the fundus. The 
author states that the diaphragm lamp of Gullstrand 
more nearly fulfills the conditions of accuracy as laid 
down by Jackson than any apparatus hitherto 
available. By means of it, centric and acentric 
reflexless ophthalmoscopy according to the technique 
of Gullstrand is possible. The attachment of a 
conical tip permits transillumination of the eyeball 
through the lid or sclera. Vircit Wescott, M.D. 


NOSE AND SINUSES 


Shambaugh, G. E.: Observations on Some of the 
More Recent Problems in Rhinology. Min- 
nesota Med., 1924, vii, 496. 


After referring to the unwarranted belief held in 
the eighties that every case of asthma was etiologi- 
cally related to some nasal condition—a belief based 
on the associated palpable changes in the nasal 
cavities—the author draws attention to certain 
recent unwarranted claims concerning the nasal 
origin of headaches, sphenopalatine ganglion neu- 
ralgia, and involvement of the optic nerve, especi- 
ally in cases in which there are no associated 
demonstrable changes in the nose or sinuses. 
Shambaugh is more inclined to attribute the latter 
conditions to some focal infection. 

Otto M. Rott, M.D. 


Turner, A. L.: The Relation of Visual Disturb- 
ances to Affections of the Posterior Sinuses. 
J. Laryngol. & Otol., 1924, xxxix, 371. 

Syme, W. S.: The Sphenoidal Sinus and the Optic 
Nerve. J. Laryngol. & Otol., 1924, xxxix, 375. 

Young, G.: Retrobulbar Neuritis of Sinus Origin. 
J. Laryngol. & Otol., 1924, xxxix, 381. 

Traquair, H. M.: The Value of Visual Changes in 
the Diagnosis of Optic Nerve Disease Due to 
Latent Morbid Conditions of the Nasal Acces- 
sory Sinuses. J. Laryngol. & Otol., 1924, xxxix, 384. 

Dundas-Grant, Sir J.: Cases of Ocular Disturb- 
ances Attributed to Nasal Disease, with Re- 
covery or Improvement Following Intranasal 
Operative Measures. J. Laryngol. & Otol., 1924, 
XXXiX, 397. 


These papers were read at a joint discussion held 
by the Scottish Society of Otology and Laryngology 
and the Scottish Ophthalmological Club at Edin- 
burgh on the relation of visual disturbances to 
affections of the nasal cavities and the posterior 
group of sinuses. 

TURNER opened the discussion by calling to mind 
that as yet no satisfactory explanation has been 
offered regarding the relationship of a certain group 
of nasal and ocular conditions, and that the 
ophthalmologist is unable to give a definite clinical 
picture of the type of case which will be relieved by 
nasal interference. The difficulties of the ophthal- 
mologist are still further increased by the fact that 
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improvement or a cure of the visual condition may 
immediately follow the opening of the sinuses whey 
the eye changes are undoubtedly dependent upo, 
an entirely different cause, such as disseminate 
sclerosis in which the eye phenomena are merely 
a prodromal sign of that disease. Moreover, in some 
cases the rhinologist is unable to say whether the 
posterior sinuses are diseased or not. 

Turner believes that reported cases of ocular 
disturbance which improved after operation op 
apparently healthy sinuses might have improved as 
well after nasal treatment, and he fears the danger 
of promiscuous operations on normal sinuses. As the 
teeth and tonsils are possible offenders, he suggests 
that the opthalmologist ask for a nasal and roent. 
genographic examination of all of his cases of optic 
nerve changes whatever the cause suspected; that 
the neurologist similarly submit his cases of dis- 
seminated sclerosis for examination; and that the 
laryngologist and roentgenologist make a series of 
observations on the nasal and sinus condition of a 
series of patients without visual disturbance. 

SyME detailed the results of his anatomical in- 
vestigations concerning the sphenoidal sinus in rela- 
tion to the optic nerve, showing thereby the vulner- 
able position of the optic nerves in the presence of 
suppuration in the posterior sinuses. Sphenoidal 
and posterior ethmoidal disease, he said, is common, 
particularly the type characterized by polypoidal 
degeneration of the lining membrane. 

The optic nerve changes noted by Syme were 
congestion of the disks and optic neuritis. The 
nerve may become affected through toxemia, by 
direct propagation of the inflammatory affection oi 
the sinus by way of the thin bone or by way of the 
strands of fibrous tissue and small veins which Syme 
has demonstrated, by direct extension through the 
carotid tract, and by direct absorption of the prod- 
ucts from the sinus through the roof and lateral 
walls into the arachnoid cavity and by this route to 
the nerves. 

Because of the difficulty in making a diagnosis of 
sphenoidal disease in the latent stage, Syme believes 
we are justified in opening up the sphenoid at the 
request of the ophthalmologist, even if definite 
clinical signs are absent and certainly without 
reference to the X-ray findings. 

Younc believes that sphenoidal sinus disease, 
particularly of the non-purulent type, may cause 
retrobulbar neuritis, and feels justified in opening 
the sphenoid in cases of retrobulbar neuritis if there 
is a suggestion of crowding in the upper and posterior 
part of the nose—crowding by the septum or by an 
enlarged or unhealthy turbinal. This is, of course, 
presuming that other potentially causative agents 
have been eliminated. 

TRAQUAIR divided the visual changes which may 
be of aid in the diagnosis of optic nerve disease due 
to latent morbid conditions of the nasal accessory 
sinuses into two groups: 

1. Changes reported in patients whose symptoms 
brought them first to the rhinologist and who were 
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then passed on to the oculist with a diagnosis of 
aspected or demonstrable sinus disease. As a rule 
he visual changes are not complained of by the 
patient, but are found on examination. Enlargement 
a the blind spot and contraction of the field are 
nentioned, but very little significance is attached to 
the latter. 

2, Changes found by the oculist in patients who 
wmplain of visual symptoms or headache and in 
shom sinus disease is discovered subsequently by 
the rhinologist. In this group the essential feature 
isa scotoma of the central part of the field which 
ivolves the fixation point. An associated sector 
defect extending to the periphery may or may not 
be present. : 

Traquair believes that it is possible to ascertain 
something as to the site and nature of the causal 
sion by a rational interpretation of the field defects, 
but the history, the general condition of the eye, the 
patient’s sex, the mode of onset of the ocular com- 
paint, and the associated symptoms must also be 
considered and the progress of the case must be 
yatched indefinitely. Traquair regards as unduly 
pessimistic Van der Hoeve’s statement that the 
ophthalmologist cannot say whether an optic nerve 
disease is of nasal origin or not. 

Dunpas-GRANT presented notes of cases of ocular 
disturbance attributed to nasal disease in which 
recovery or improvement followed intranasal op- 
erative measures. There were two cases of retro- 
bulbar neuritis which subsided after the removal of 
the middle turbinated body, one case of retrobul- 
bar neuritis which subsided after drainage of the 
sphenoidal and posterior ethmoidal cells, one case of 


papilledema and one of optic atrophy with im- 
provement of vision after middle turbinectomy, and 
one case of keratitis profunda with improvement 
after middle turbinectomy and drainage of the 


ethmoid. Otto M. Rott, M.D. 


Trible, G. B.: Sinusitis from the Standpoint of the 
— Practitioner. Virginia M. Month., 1924, 
1, 294. 

The author directs the attention of the general 
practitioner to cases of headache, neuralgia, and ob- 
scure eye discomfort in which sinus disease may be 
the etiological factor. He then discusses how a 
diagnosis of sinus disease is made by the rhinologist 
and reviews the accepted methods of treatment. For 
operations on the ethmoid and sphenoid he prefers 
the Sluder technique. Orto M. Rort, M.D. 


Woodman, M., Gardiner, W. T., Guthrie, D., and 
Others: Discussion on Suppurative Diseases 
of the Frontal, Ethmoidal, and Sphenoidal 
Sinuses. Proc. Roy. Soc. Med., Lond., 1924, lvii, 
Sect. Laryngol., 69. 

WoopMan stated that the frontal sinus resembles 
the gall bladder in that both are drained at their 
lowest parts by ducts that lead to larger cavities 
and their diseases are dependent largely on morbid 
conditions within or surrounding the ducts. 
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A serious complication of frontal sinus operations 
is osteomyelitis. This is favored by the free anas- 
tomosis between the angular veins, the superior 
longitudinal sinus, and the emissary veins of the 
meninges. 

Of the types of external operation, Howarth’s 
procedure through the floor is the best as it is less 
apt than the others to be followed by osteomyelitis. 

The ethmoid, being a spongy bone, is a source of 
permanent and latent infection. Infection spread- 
ing up the nose leaves infective organisms in the 
cells when it recedes. 

Frontal sinus suppuration does not often cause 
generalized meningitis. 

It seems probable that cavernous sinus throm- 
bosis arises primarily from the ethmoid, not from 
the sphenoid, and that the best treatment would be 
to begin a complete exenteration of the ethmo- 
sphenoid on one side and so to approach the cavern- 
ous sinus and turn out the clots. 

With regard to operation on the sphenoid Wood- 
man raised the question as to the desirability of 
removing all of the ethmoid cells or opening up 
only a few. 

The importance of the sphenoid lies in its rela- 
tionship to the optic foramen and the vidian canal. 

In conclusion Woodman referred to the connec- 
tion of the sinuses to the pituitary and suggested 
that, in view of the permeability of the sphenoidal 
sinus to drugs, the pituitary may be affected by a 
sphenoidal condition. 

GARDINER gave a lantern demonstration showing 
the steps of the Sluder method of opening the eth- 
moid and sphenoid intranasally. 

GUTHRIE gave a demonstration of specimens and 
showed lantern slides illustrating the variations in the 
cribriform plate and its relation to the upper nasal 
sinuses. 

TILLEY stated that the danger of osteomyelitis 
can be minimized by avoiding the use of sharp 
curetting instruments at the juncture of the anterior 
and posterior walls. The sinus should be irrigated 
and the infected tissue gently removed with small 
gauze swabs. In some cases, however, osteomyelitis 
may occur without any operative trauma. Tilley 
believes that sphenoidal sinus suppuration is very 
common. 

WATSON-WILLIAMS said that usually a chronic 
frontal sinus disease can be relieved by a prenasal 
operation establishing free drainage, but that there 
are some cases with pockets which fail to drain into 
the nose. 

TURNER presented statistics on intracranial 
complications. Of 125 of these, seventy-seven were 
spontaneous and forty-eight postoperative. The 
frontal sinus was responsible in forty-one cases, the 
sphenoidal in nineteen, the ethmoidal in nine, and 
the maxillary in two. Of the postoperative compli- 
cations, 89 per cent followed chronic sinus infection 
and 10 per cent an acute infection. Osteomyelitis 
occurred in 58 per cent of the cases operated upon, 
in ten of the twenty-two cases of intranasal opera- 
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tion, and in eighteen of the twenty-six cases of 
extranasal operation. 

Gres told of a case of supra-orbital neuralgia of 
frontal sinus origin. 

TuHomson spoke of the danger of causing a fatal 
meningitis by opening into the cerebral cavity 
through an infected nose. 

SyYME stated that he prefers the external method of 
operating on the frontal sinus. He is not satisfied 
with Sluder’s procedure on the ethmoid and sphe- 
noid. Instead, he uses Lach’s method, introducing a 
Moure ring curette under the cribriform plate, 
well back, and then, working downward and for- 
ward, removing the middle turbinate, opening up 
the ethmoidal cells, and passing into the sphenoidal 
sinus through the external angle of the anterior wall. 

Banks-Davis said that operation is often per- 
formed too soon in these conditions. He reported a 
case of meningitis following the removal of polypi 
and ethmoidal curettage which he believes might 
have been avoided by preliminary cleansing for a 
few days. 

DAWSON reported a similar case. 

HorGAN stated that the Sluder operation is 
based on an erroneous principle. In his opinion, 
intranasal spheno-ethmoid operations are inefficient 
because they require the sacrifice of more or less 
of the turbinal bodies and make it necessary to 
work with monocular vision in a field which is some- 
what obscured by hemorrhage, and at a. greater 
distance than by the transantral method which he 
has adopted. He opens the ethmoidal sinus at the 
posterosuperior internal angle of the antrum with 
Luc’s forceps, directing the forceps toward the 
parietal protuberance on the other side of the head. 
The sphenoid can be opened externally to the 
spheno-ethmoid recess. He usually avoids the 
middle turbinate, but if it is grossly diseased he 
removes it as the last step of the operation. 

Otto M. Rott, M.D. 


Woodman, E. M.: Suppurative Disease of the 
Upper Nasal Sinuses. J. Laryngol. & Otol., 1924, 
XXXiX, 365. 

Among the complications of suppuration in the 
frontal sinus are frontal lobe abscess and meningitis. 
Woodman attributes the occurrence of osteomyelitis 
after operation to the fact that the frontal sinus is 
situated within the diploé of the frontal bone, 
surrounded by diploic veins, fed by a network of 
external vessels, and connected with the origin of 
the superior longitudinal sinus and the dura mater 
by emissary veins. All of these are factors favoring 
rapid spread of infection when resistance is low. 

When an external method of operating on the 
frontal sinus is indicated, Woodman prefers 
Howarth’s modification of the Killian operation in 
which the sinus is opened through its floor. 

The ethmoid Woodman compares to a sponge. 
Infection from the nose fills up the air cells with 
fluid and then, receding, leaves them full of latent 
infection or active suppuration. Divided obliquely 
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Fig. 1. Transverse section through the nose, showing 
the relation of the sinuses and especially of the ethmoid to 
the orbit and the anterior fossa of the skull. 


Fig. 2. View of the lateral wall of the nose, showing the 
relation of the frontal sinus to the surrounding structure 
and the intimate association between the ethmoid cells and 
the anterior fossa of the skull. 


by a shelf-like partition, the antero-inferior portion 


controls the antrum and the entrance to the 
frontal duct, while the posterosuperior part is In 
close relation to the sphenopalatine ganglion and 
controls the sphenoidal sinus. ; 
The relation of the ethmoid to the meninges 
through the thin portion of the cranial floor, which 
forms the roof of the ethmoid, and through the 
cribriform plate, must be further studied. Impor- 
tant facts would be learned from a careful microscop- 
ic and macroscopic examination made in a large 
number of fatal cases of meningitis of the upper 
sinuses and of sections of the sinus walls and of the 
bone lying between the cavities and meninges. . 
A connection between the suppurating ethmoid 
and cavernous sinus thrombosis is extremely prob- 
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Fig. 3. Photograph of the ethmoid bone viewed from 
the upper aspect, showing the cribriform plate with its 
numerous apertures for vessels and nerves in their passage 
between the anterior fossa and the nose. 


Fig. 5. Horizontal section of the nose and orbit, showing 
the relation of the ethmoid and the frontal sinus to the 
eye and to the pulley of the superior oblique muscles 
of the eyeball. 


_ Fig. 4.. Horizontal section of the base of the anterior 
fossa of the skull viewed from above. The cribriform plate 
has been removed and the outer aspect of the capsule of the 
ethmoid is seen. On the right-hand side the roof of the 
orbit has been removed to show the orbital muscles. The 
carotid artery is also seen. 


able, the anastomoses being so intimate and the 
vascularity of the spongy bone so great. 
The rational treatment of cavernous thrombosis is 
4 radical spheno-ethmoid operation, but unfortu- 
nately the cases reach the surgeon too late. 
“i cud aan ae ee a ae Fig. 6. Specimen illustrating the sphenopalatine 
ae . : : : ganglion and its relation to the turbinal bones and to the 
pain is described as being deep in the head, between ethmoid. The vidian and descending palatine nerves are 
the eves, and sometimes on the temples. also well shown. 
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With regard to the sphenoidal sinus, Woodman 
refers to its close relationship to the cranial nerves 
and mentions Sluder’s work proving the perme- 
ability of the lateral sphenoidal wall to cocaine and 
his demonstration of a chronic osteosclerosis of the 
bony walls resulting from long-continued sinus 
infection. 

There are two types of sphenoidal pain. The first 
is a dull heavy feeling at the back of the head, due 
to obstruction of the outflow of infected fluid. The 
second is neuralgic and referred to involved nerves. 
Motor symptoms may occur, such as dilatation of 
the pupil due to paralysis of the third nerve, and 
weak action of the superior oblique muscle due to 
paralysis of the sixth nerve. 

Operative treatment of the sphenoid consists in 
merely punching the anterior and inferior walls. 

Otto M. Rott, M.D. 


PHARYNX 


Howarth, W. G., and Gloyne, S. R.: The Nature 
and Path of Infection in the Tonsils. J. 
Laryngol. & Otol., 1924, xxxix, 429. 


The first series of cases was examined solely from 
the point of view of tuberculous infection while in 
the second a study of the secondary and pyogenic 
infections was made. 

In all patients between 3 and 15 years of age 
bacterial infection was present, but many of the 
organisms were not pathogenic to mice. In about 
half of the cases of children with enlarged and un- 
healthy tonsils bacteria which were pathogenic to mice 
were found in some portion of the tonsils. The organ- 
ism found most frequently was the streptococcus. 

It appears that the infecting bacteria penetrate 
the stratified epithelium into the diffuse lymphoid 
tissue immediately beneath and thence along the 
trabecule to the capsule where they pass into the 
larger lymph vessels of the pharyngeal wall which 
drain into the deep cervical glands. 

Tuberculous infection of the tonsil is probably 
not very common. According to the authors’ obser- 
vations it occurs in about 5 per cent of the cases. 
In the majority the enlargement of the tonsils is 
due to the presence of saprophytic and pathogenic 
bacteria, and septic absorption from these infected 
tonsils causes cervical adenitis. The most marked 
cases are those due to pyogenic streptococci. At a 
later stage, a tonsil already heavily charged with 
pathogenic and saprophytic bacteria may become 
infected with the tubercle bacillus. Probably the 
entire process is slow and insidious and the infecting 
tubercle bacilli are few. 

As the infection progresses from the tonsil toward 
the cervical glands, the correct primary surgical 
procedure appears to be the removal of the tonsil 
rather than of the cervical glands. This is borne 
out by the fact that when the infected tonsils are 
satisfactorily enucleated the enlargement of the 
affected glands tends to disappear. 

James C. BRASWELL, M.D, 


INTERNATIONAL ABSTRACT OF SURGERY 


Kaiser, A. D.: The Effect of Tonsillectomy on th: 
General Health of 1,200 Children as Compared 
with an Equal Number Not Operated Upon, 
J. Am. M. Ass., 1924, Ixxxiii, 33. 


Kaiser’s conclusions from a comparison of 1,20 
children subjected to tonsil and adenoid operation; 
and 1,200 children who were not operated upon, 
may be summarized as follows: 

1. Striking improvement in the child’s gener 
health following the removal of the tonsils and ade. 
noids is not observed unless the cases are selected, 

2. Tonsillectomy offers relief from sore throat. 
head colds, and mouth breathing. 

3. It lessens the chances of a discharge from 
the ear and its complications. 

4. It assures some protection against glandular 
infections but it does not assure the immediate dis. 
appearance of enlargement of the cervical glands. 

5. It does not influence favorably or unfavorably 
infections of the larynx, bronchi, or lungs. 

6. It does not prevent scarlet fever or measles, 
but it may influence the severity of these infections, 

7. It seems to lessen the incidence of diphtheria. 

8. It does not influence the incidence of chorea 
or rheumatism. 

g. It decreases the incidence of heart disease. 

10. It definitely reduces malnutrition. 
AuBREY H. Pemser, M.D. 


NECK 


Kimball, O. P.: The Differential Diagnosis of 
Hyperthyroidism. Ohio State M. J., 1924, xx, 421. 


The investigation reported included a study ot 
eighty-four cases presenting certain symptoms of 
so-called mild hyperthyroidism in which the es- 
tablishment of the diagnosis was difficult and the 
method and results of treatment were in consequence 
uncertain. 

Of the eighty-four subjects, twenty-four were 
found extremely sensitive to iodine, daily doses of 
10 mgm. intensifying every symptom of hyper- 
thyroidism and increasing the basal metabolic 
rate. Operation was advised in each of these 
twenty-four cases but was performed in only 
eighteen. In the latter, striking immediate and 
permanent results were obtained. 

Of the six patients who were advised to have an 
operation but for some reason were not operated 
upon, three have been followed closely and given 
medical treatment of various types but none has 
shown any permanent improvement. 

Of the sixty cases in which the functional test 
was negative, operation was performed in nincteen. 
The postoperative course in this group presented a 
marked contrast to that of the patients who were 
sensitive to iodine. In none was the thyroidectomy 
followed by a definitely satisfactory result. 

The remaining forty-one cases were treated 
according to the findings. 

If our conception of the physiology of the thyroid 
gland and the relation of iodine to its normal 
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function is correct, it follows that in any definite 
case of hyperthyroidism the saturation of the thy- 
roid cells with iodine will intensify the condition, 
and conversely, that in any case in which the thy- 
roid can take up iodine, metabolize it, and store it in 
the colloid to its maximum capacity without any 
alteration in the rate of heat production in the body, 
the thyroid is functioning normally. 

On the basis of these preliminary studies, the 
authors feel justified in pursuing further the con- 
ception that the response of the organism to the 
administration of iodine may prove a dependable 
aid in the differential diagnosis of doubtful cases 
presenting symptoms characteristic of mild hyper- 
thyroidism. STANLEY J. SEEGER, M.D. 


Hamilton, B. E.: Heart Failure of the Congestive 
Type Caused by Hyperthyroidism. J. Am. M. 
Ass., 1924, Ixxxiii, 405 

True heart failure of the congestive type is found 
commonly in very few diseases. It is the usual 
terminal picture in rheumatic heart disease and 
fairly common in cardiovascular syphilis, in heart 
changes associated with arteriosclerosis, and in 
conditions associated with prolonged hypertension. 

Toxic states referable to the thyroid gland cause 
marked disturbances of the heart. It has been 
stated that when patients with hyperthyroidism 
die they die of heart failure. Such a statement is not 
valid unless a clear definition of heart failure is made 
and adhered to. All patients with hyperthyroidism 
suffer from dyspnoea and tachycardia which limit 
their activity tosome degree, but only a small number 
have true heart failure. 

The author has studied the hearts in all cases 
of suspected thyroid disease in Lahey’s clinic in the 
last four years. He has found no significant heart 
changes attributable to thyroid disease either in 
doubtfully toxic or in definitely non-toxic cases. 
Individual cases may show cardiac changes of various 
kinds, but this is to be expected in any large group 
of adults with an average age close to 40 years. 

In the definitely toxic cases significant heart 
changes were found in about 35 per cent. The 
first significant heart change is auricular fibrillation. 
This is at first transient but tends to become es- 
tablished if the hyperthyroidism remains unchecked. 
If the hyperthyroidism is relieved during the stage 
of transient attacks the condition permanently 
disappears in nearly every case. Similarly, in many 
patients who are in the clinical stage of established 
auricular fibrillation normal rhythm returns per- 
manently. 

In 900 cases of thyroid disease with some degree 
of toxicity the author found fifty with signs of true 
congestive heart failure due to hyperthyroidism. 
With very few exceptions the histories of these fifty 
cases show predominance of symptoms referable to 
the heart from early in the course of the disease. 
This agrees with the clinically recognized selective 
action of hyperthyroidism for certain hearts. 
Many of these cases are diagnosed and treated for 
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a long period as cardiac cases, the underlying 
hyperthyroidism being overlooked. 

The fact that hyperthyroidism is one of few con- 
ditions that tend to cause congestive heart failure 
demands its consideration in any case in which the 
cause of the cardiac failure is not obvious. Elevation 
of the basal metabolism may be of considerable 
confirmative value, but readings as high as +64 do 
not prove a hyperthyroidism and estimations at 
least as low as +16 do not exclude it. The diagnosis 
depends rather on the careful evaluation of direct 
physical signs than on repeated indirect tests. These 
include auricular fibrillation, transient or established, 
and pigmentation. There must be also emaciation 
or a history of a decided loss of weight. 

The condition occurs usually in women over 35 years 
of age. Goiter and exophthalmos, though of diagnos- 
tic aid if found, are not commonly present in this 
group of cases. An elevation of the heart rate in 
spite of rest and digitalization is a valuable sign, but 
a slow heart rate does not exclude hyperthyroidism. 
Congestive failure in spite of medical treatment 
directed to the heart is to be expected. 

The fifty patients whose cases are reviewed were 
given medical treatment, including thorough digi- 
talization. Only eleven lost all gross signs of true 
heart failure. All were operated upon. One died 
twelve hours after the operation. The others sur- 
vived the operation but four have died since. Two 
cannot be traced. The result in the remaining cases 
has been very favorable. The patients with tran- 
sient attacks of auricular fibrillation have ceased to 
have attacks. In at least one-third of those with 
established auricular fibrillation there has been a 
return to normal rhythm. 

STANLEY J. SEEGER, M.D. 


Bircher, E.: The Pathology of the Thymus. III. 
Experimental Basedow’s Disease and the Re- 
lation of the Thymus to the Thyroid Gland 
(Zur Pathologie der Thymus. III. Experimenteller 
Morbus Basedowii und Beziehung der Thymus zur 
Schilddruese). Deutsche Ztschr. f. Chir., 1923, 
clxxxii, 229. 

The author first touches briefly upon the com- 
bined influence of various glands of internal secre- 
tion on the origin of Basedow’s disease when a con- 
stitutional predisposition to the condition is present. 
In animal experimentation the predisposition can 
not be determined; it is discovered by chance. In 
1912 Bircher reported experiments in which he pro- 
duced the complete picture of Basedow’s disease in 
dogs by the implantation of thymus. In the choice 
of the dogs pains were taken to select, first, those of 
an excitable and restless type and, second, those in 
which inbreeding had caused degeneration of the 
nervous system. Most of the animals were females. 
It was found to be of importance whether the im- 
plantation material was taken from the patholog- 
ically altered thymus gland of a person with Base- 
dow’s disease or from a healthy child. The experi- 
ments are reported in detail with illustrations. 
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Following the implantation a decided increase in 
the frequency of the pulse and an increased cardiac 
apex beat were noted. In three cases the eyes were 
distinctly lustrous. In two cases there was a lympho- 
cytosis with leucopenia. After the tenth to twelfth 
day there appeared a distinctly defined struma of 
soft consistency. Distinct nervous disturbances 
were also present. In three cases the picture was 
very marked; in three others the symptoms were 
present but not marked. The three marked cases 
were cases in which the implant was a large piece of 
the thymus gland from an adult who had died a 
thymic death. In the three other dogs a small piece 
of thymus from a child was implanted. The positive 
results are therefore to be ascribed to the very path- 
ological transplanted material which caused a pro- 
nounced hyperthymization. 

The implantation of the thymus introduces into a 
body not prepared to resist it toxic materials of an 
altered and increased thymus secretion. There then 
develops an intoxication with alteration of the in- 


ternal secretion (enlargement of the thyroid gland, — 


changes of a hypoplastic nature in the suprarenal 
glands). This is a proof that the thymus influences 
the endocrine system and supports the theory of a 
thymogenous Basedow’s disease. The rdle of the 
thymus, like that of the thyroid, is secondary; the 
primary role is played by the constitution. 

The clinical results obtained have received strong 
support from the histological picture of some of the 
glands of internal secretion. The histological picture 
of the thyroid gland showed it to be rich in follicular 
tissue with cylindrical, in places many layered cede- 
ma, numerous Hitrig tubules, and a large amount 
of solid gland tissue. Desquamation was also ob- 
served but only a relatively small amount of colloid 
was present. The suprarenal glands showed complete 
hypoplasia of the medullary portion, almost an 
aplasia with connective tissue proliferation. In two 
cases the pancreas presented the picture of atrophy 
and a remarkable reduction in the islands of Langer- 
hans, and the spleen showed a decrease in the num- 
ber and size of the follicles. Therefore the entire 
lymphatic system was considerably influenced. 

In two cases the transplant was taken from per- 
sons 18 and 25 years of age respectively. These two 
transplants showed considerable cortical hyperplasia 
with signs of beginning involution. One thymus 
taken from a child showed marked medullary hyper- 
plasia. 

Further research is necessary to determine whether 
there is any connection between these experiment- 
ally produced cases of Basedow’s disease and the 
picture of thymic death occurring suddenly after 
operation in Basedow’s disease. 

To obtain a distinct picture of hyperthymization, 
the entire thyroid gland was extirpated from ani- 
mals into which thymus had been transplanted. 
All three animals died after from eight to ten days 
with symptoms of cardiac insufficiency, a rise in the 
pulse rate to 200. In healthy dogs, the extirpation 
of the thyroid led to a gradual decline over a period 
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ofa year. The supposition that the condition which 
developed in the experimental animals after the ex. 
tirpation of the thyroid was true hyperthymization 
is supported by the experiments of Ivehla with the 
injection of juice expressed from the thymus. The 
effects of hyperthymization are explained by direct 
action on the vascular system but chiefly by indirect 
action on the organs of internal secretion. It is to 
be assumed that the thyroid exercises a stimulating 
influence on the suprarenal glands whereby their 
action against hyperthymization is increased. After 
complete removal of the thyroid this stimulating in- 
fluence is not present and the thymus secretion has 
free path for its deleterious influence on the vascular 
and nervous systems. 

On the basis of twenty-four cases with goiter, the 
author discusses the coincidence of enlargement of 
the thymus and of the thyroid and the relations of 
the one to the other. He comes to the conclusion 
that persistence of the thymus is a relatively fre- 
quent finding in endemic goiter, particularly in 
struma diffusa. A definite influence of the thymus 
on the changes in the goiter could not be determined 
in the experiments reported. HaGeMANN (Z) 


Holmes, G. W., Means, J. H., Porter, C. A., Rich- 
ardson, E. P., and Starr, M. P.: On the Treat- 
ment of Exophthalmic Goiter. Boston M. & S. 
J., 1924, cxci, 295. 

In the authors’ opinion the best treatment for 
exophthalmic goiter is iodinization followed by sub- 
total thyroidectomy while the metabolism is normal. 
The X-ray still has a place in the treatment when 
operation is undesirable or is refused by the patient. 
Iodine has not been found to contribute to the suc- 
cess of irradiation. The methods of applying irradia- 
tion are still more or less in the experimental stage. 

In conclusion the authors emphasize that the use 
of iodine is essentially a measure preparatory for 
operation, not a curative measure. Iodine should 
be given only when operation is to be performed 
immediately afterward. The time of operation 
should be selected with care as it may be impossible 
to obtain an iodine remission a second time or at least, 
not until after a long period without iodine. 

ARTHUR L. SHREFFLER, M.D. 


Young, T. O.: A Consideration of Postoperative 
Complications Following Thyroidectomy. 
Minnesota Med., 1924, vii, 514. 


The present-day interpretation of surgical com- 
plications following thyroidectomy is radically dif- 
ferent from that of ten or fifteen years ago, and 
especially that of complications causing interference 
with respiration. It is known that practically all of 
the latter are due to injury of the recurrent laryngeal 
nerve or pressure on the trachea from clot forma- 
tion in hemorrhage. Many surgical complications 
do not markedly affect the mortality rate since they 
are promptly recognized and treated. The most 
serious of the complications from the standpoint of 
the patient’s future welfare and that of the mortality 
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is injury to the recurrent laryngeal nerve. Accurate 
checking by laryngoscopic examination is the only 
method of determining the degree and type of 
involvement of the vocal cord; on this, the prognosis 
depends. 


Krecke, A.: The Treatment of Postoperative Tet- 
any by Transplantation of the Parathyroids of 
the Horse (Ueber die Behandlung der postoperati- 
ven Tetanie mit der Ueberpflanzung von Pferdeepi- 
thelkoerperchen). Zentralbl. f. Chir., 1924, li, 39. 


Since all the parathyroids cannot be removed from 
living men and as the removal of even one may 
cause tetany, a substitute must be found for them. 
The most suitable substitutes are the parathyroids 
of the horse as they are very large and fairly easily 
found. To date, the author has treated five cases 
of postoperative tetany by the implantation of the 
parathyroids of the horse. Three are entirely cured 
and two of the cures have lasted for one and one-half 
years. 

Case 1 was that of a 14-year-old girl who exhibited 
marked tetany on the fourth day after bilateral 
strumectomy with ligation of all four vessels. The 
implantation was done eight days after the opera- 
tion. The patient was free from convulsions the 
following day and has remained well to date. 

Case 2 was that of a boy 17 years old who was 
subjected to the removal of a medium-sized bilateral 
goiter. Tetany appeared the day after the opera- 
tion. Twenty days Jater, as the attacks were becom- 
ing more severe, two parathyroids were implanted. 
The implantation was followed by immediate im- 
provement and the resulting cure has continued to 
date. 

Case 3 was that of a 50-year-old woman subjected 
to resection of both halves of the thyroid with liga- 
tion of all four vessels. Tetany began .on the sixth 
day after the operation. Following transient im- 
provement, recurrence of the attacks led to the im- 
plantation operation about six months later. The 
patient has now been cured for a period of eighteen 
months. 

Case 4 was the case of a 28-year-old woman. The 
left lobe of the thyroid was removed first and sub- 
sequently the right lobe was resected. Tetany 
developed four days after the second operation but 
was overcome to some extent by the usual treatment 
with calcium and afenil. Later the tetany recurred. 
Since the implantaticn operation there has been no 
further serious trouble. 

Case 5 was that of a 31-year-old woman who was 
subjected to bilateral resection of a medium-sized 
strumain 1917. The inferior artery was not ligated. 
Mild attacks of tetany began the fourth day after 
the operation and gradually became more severe. 
Early in 1923 the implantation of two parathyroids 
was done but was without effect. 

The parathyroids implanted were removed, ster- 
ile, at the slaughter house and embedded under local 
anesthesia in the preperitoneal tissue between the 
umbilicus and symphysis. Von TAPPEINER (Z). 
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Kramer, R., and Yankauer, S.: Lymphangioma 
of the Larynx. Laryngoscope, 1924, xxxiv, 621. 

Lymphangioma of the larynx is a rare condition, 
only ten cases having been reported. 

This type of tumor occurs more frequently in the 
tongue, lips, neck, extremities, and sacral region. 
Four types have been described: the simple, cav- 
ernous, hypertrophic, and cystic. 

The underlying cause of lymphangioma is un- 
known. A large number of the growths are of con- 
genital origin, but some do not appear until adult 
life. 

Kramer and Yankauer report two cases of 
lymphangioma of the larynx proved by microscopic 
examination. One of the patients was not seen again 
after the removal of the growth. The other has 
been free from recurrence for seven years. In both 
cases the growth was removed with cutting forceps 
by indirect laryngoscopy. The choice of the method 
must be determined by the size of the tumor and 
the nature of its attachment. 

James C. BrasweLL, M.D. 


Pentecost, R. S.: Tuberculosis of the Larynx—Its 
Diagnosis and Treatment. Canadian M. Ass. J., 
1924, xiv, 674. 

Pentecost urges closer co-operation between the 
physician and laryngologist in cases of tuberculosis 
of the larynx. 

As early recognition of tuberculous involvement 
of the larynx is most desirable, regular laryngological 
examination should be made in all cases of pulmonary 
tuberculosis. 

The policy of “‘laisser faire’ 
by active local treatment. 

In a large percentage of cases of laryngeal tuber- 
culosis the condition may be completely arrested by: 
(a) hygienic and dietetic treatment, (b) absolute 
vocal rest, (c) appropriate treatment of any associ- 
ated pathological condition in the upper respiratory 
tract, (d) heliotherapy, and (e) the application of 
the galvanocautery to the affected areas in the 
larynx. 

In the use of the galvanocautery the author uses 
the indirect method, puncturing in two or three 
places on one side of the larynx. After a period of 
a week or ten days he treats the other side similarly. 

As to the results, he says, ‘‘ Provided the patient’s 
general vitality and nutrition are fairly good, 75 per 
cent of cases of laryngeal tuberculosis in the incipient 
or moderately advanced stage can be completely 
arrested and go per cent can be materially improved 
by the employment of the cautery in local treat- 
ment.” Otto M. Rott, M.D. 


’ 


should be replaced 


Strandberg, O.: Injury to the Larynx Induced by 
X-Ray Treatment. J. Laryngol. & Otol., 1924, 
XXXIX, 437. 


The author reports the case of a patient who was 
given X-ray treatment for lymphoma in the front 
of the neck and became hoarse. Eight months after 
the last X-ray treatment he complained of pain in 
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the throat and dyspnoea. The cause was believed 
to be tuberculosis of the larynx, but on examination 
no evidence of tuberculosis could be found. Histo- 
logical examinations of several pieces of the mucous 
membrane of the larynx showed no tuberculosis or 
cancer but revealed changes due to the X-rays. 

Injuries to the larynx caused by the X-ray vary 
in character. The early reaction may appear from 
one to three days after the treatment. The true 
X-ray reaction of the larynx appears from ten to 
twenty days after the beginning of the radiation. 
The oedema may be serious, but as a rule disappears 
within from ten to fourteen days. The late reaction 
of the larynx may be considered very serious. It is 
not possible to say how long after one or several 
irradiations the third reaction may appear. The late 
reaction will be found in the muscles, perichondrium, 
and glands, whereas the early reactions appear in 
the skin and subcutaneous tissue. The late reaction 
may not be preceded by other reactions. 

James C. BrAsweELL, M.D. 


Novak, F. J., Jr.: Cancer from the Standpoint of 
the Otolaryngologist. Wisconsin M. J., 1924, 
XX111, 130. 

Prevention of cancer of the larynx is based on the 
elimination of the causes of chronic irritation by 
proper vocalization, periodic rest of the voice, the 
elimination of chronic suppurative posterior para- 
nasal sinus disease, the removal of diseased tonsils 
in persons of cancer age, and proper management 
of syphilitic lesions of the larynx. 
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In the treatment of the cancer itself, Novak pre- 
fers surgical diathermy, otherwise known as electro- 
coagulation, to the usual surgical methods because 
he believes that in the field of otolaryngology it is 
mechanically impossible to remove the regional 
lymphatic structures completely. The method he 
employs is described as follows: 

Two electrodes are used. One of them, a very 
large indifferent electrode, is applied to the patient's 
back. The other, a small button or ball electrode, 
is applied successively to various parts of the tumor. 
Sufficient current, usually about 1,300 ma., is used 
to coagulate a portion of the growth about twice as 
large as the small electrode in about twenty seconds. 
The electrode is then moved to an adjacent part of 
the tumor and the process repeated. 

When the entire tumor is coagulated, the coagu- 
lum is removed by curettage and the site of the 
neoplasm is again heated through for a period of 
five or ten minutes. During the second heating the 
temperature is not raised sufficiently to cause coagu- 
lation. The anesthetic of choice is chloroform. 

Diathermy followed by radiation has the follow- 
ing advantages. 

1. There is no dispersion of metastases. 

2. It is a simple and bloodless procedure. 

3. It removes the tumor as completely as 
surgery. 

4. The radiating heat from the field of coagula- 
tion exerts an inhibitory effect upon the vagrant 
new cells in the periphery of the tumor. 

Orto M. Rott, M.D. 





SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Lockyer, C., Holland, E., Cameron, H. C., and 
Others: Discussion on Birth Injuries, with 
Special Reference to Intracranial Injuries with 
Hemorrhage, and to Nerve Injuries. Proc. 
Roy. Soc. Med., Lond., 1924, xvii, Sect. Study Dis. 
Child., Neurol., Obst. & Gynaec., and Orthop., 1. 


With a summary of the work of Spencer on viscera] 
hemorrhages in stillborn children based on 130 
autopsies, the authors presented a symposium on 
birth injuries. 

HoLtanp reported that in a series of neonatal 
deaths and stillbirths, cerebral hemorrhage occurred 
in 55 percent. Subdural hemorrhage was the most 
common type and the ventricular and interstitial 
types were next in order. 

Cerebral hemorrhage is of traumatic or asphyxial 
origin. In the former there is usually tearing of the 
tentorium cerebelli or falx cerebri from excessive 
elongation of the head in the vertical direction as in 
vertex and breech presentations. While hemorrhage 
is frequently found at the site of the tear, this is not 
always true and, in itself, the bleeding may not be 
particularly serious. Rupture of the tentorium 
cerebelli, however, removes the chief restraint to 
excessive molding of the head so that rupture of the 
cerebral veins as they enter the longitudinal sinus 
or the vein of Galen is favored. Infants dying of 
asphyxia may show cerebral hemorrhage and, in 
addition, multiple petechial hemorrhages on the 
surface of certain organs such as the lungs, liver, and 
thymus. 

CAMERON stated that subdural hemorrhage in the 
newborn may supervene in or after a normal labor 
as well as after precipitate labor. With bulging of 
the fontanelle there is increased pressure of a blood- 
tinged spinal fluid, and in nearly half of the cases 
retinal hemorrhage or, more rarely, oedema of the 
disks. Increased rigidity and spasticity of the limbs 
and convulsions of a general or local type are com- 
mon. Interference with respiration is the rule. 

While eight cases in which the diagnosis of sub- 
dural hematoma was made were all fatal, it seems 
certain that hemorrhages of lesser extent may not 
cause death. The sensorimotor development in 
these cases is markedly retarded but the ultimate 
loss may not be so great. The majority come under 
treatment for the spastic condition of the limbs. 

COLLIER, commenting on the observation of 
Cameron that cedema of the disks occurs in subdural 
hemorrhage, stated that he had never seen optic 
neuritis until the skull was closed. 

The postmortem findings do not support the be- 
lief so long held that all infantile hemiplegic and 
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diplegic spastic states dating from birth are due to 
meningeal hemorrhage. With Little, Collier be- 
lieves they are the result of asphyxia neonatorum 
which causes small hemorrhages throughout the 
nervous system with subsequent sclerosis and atro- 
phy. However, 60 per cent of all spastic states dat- 
ing from birth have a history of some abnormality in 
the process of birth. Today, the cerebral defect 
and abnormal labor are looked upon as the expres- 
sion of a deep pathological influence at work between 
the mother and offspring rather than the direct re- 
sult of an accident of labor. 

In considering injuries of the cranial nerves dur- 
ing birth it must be borne in mind that congenital 
absence of these nerves may account for a perma- 
nent defect. 

FAIRBANK supports the theory that the primary 
cause of birth palsy is strain on the cords of the 
brachial plexus, not injury to the shoulder joint with 
subsequent injury of the plexus. The upper arm 
type of paralysis is the most common. The treat- 
ment consists in fixation of the arm in a position re- 
laxing the paralyzed muscles with massage and the 
prevention of contracture. Three months is usually 
a sufficient time to wait for maximum improvement 
to take place before resort is had to operative meas- 
ures. In untreated cases posterior subluxation of 
the shoulder joint is very apt to occur as the condi- 
tion of the muscles least affected by the birth palsy 
becomes improved. After open reduction with divi- 
sion of the tendon of the subscapularis muscle and 
the contracted anterior part of the joint capsule the 
arm should be fixed in external rotation and abduc- 
tion for three or four weeks. 

LUMSDEN defined apneustic respiration as a type 
in which a steady deep inspiration is taken and re- 
tained, the chest maintains the inspiratory position 
for two or three minutes until asphyxia supervenes 
and then sinks slowly, a few gasps are taken, and the 
cycle is repeated for a few hours, finally giving way 
to expiratory spasm and gasping. Experimentally 
produced apneustic respiration can be overcome by 
continuous ventilation of the lungs. The inspiratory 
tonus then lasts indefinitely. Stimulation of the 
vagus under such conditions induces again a fairly 
normal type of respiration. Clinically it may be 
assumed that when normal respiration is maintained 
in the presence of intracranial hemorrhage, the brain 
stem is not involved. Apneustic respiration points 
to hemorrhage in the pons. When only expiratory 
spasms and gasping occur the damage is at the level 
of the striae. Gasping alone indicates that the domi- 
nant hemorrhage is near the apex of the calamus 
scriptorius. 

STRACHAN emphasized the importance of prophy- 
lactic external version in all cases of breech presenta- 
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tion, especially those of primipare, since in these 
the liability to cerebral hemorrhage is eight times 
greater than in vertex presentations. 

MEYERs stated that orthopedic measures often 
give relief in spastic paraplegia and are of value in 
spite of mental impairment. 

Wri1raM P. VAN WAGENEN, M.D. 


Smith, S. MacC.: A Consideration of Otitic Brain 
Abscess, with Special Reference to Diagnosis 
and Localization: Presentation of Cases and 
Specimens. Laryngoscope, 1924, xxxiv, 534. 

The first consideration in otitic infection, espe- 
cially that of the recurring type, is to determine the 
presence of complicating cerebral suppuration, i.e., 
temporosphenoidal or cerebellar abscess. This is 
possible before compression is manifest, even in 
cases developing slowly, by careful clinical obser- 
vation and vestibular tests. 

The initial stage of cerebral suppuration is char- 
acterized by headache, fever, chills or chilly sensa- 
tions, and periodic vomiting. 

The latent stage, which is often of considerable 
length, is characterized by ill health with periodic 
headache and a slow change in the patient’s mental 
and physical habits. 

The stage of manifest symptoms causes general 
debility, weariness, malaise, and loss of weight, 
and. in children sometimes convulsions. Subnormal 
temperature—characteristic of brain abscess—oc- 
curs only when the dura is not involved. Convul- 
sions, especially when they are associated with 
other suggestive symptoms, are almost pathogno- 
monic of abscess formation, especially in children 
suffering from chronic otorrhoea. In adults, they are 
very infrequent. 

Optic neuritis, which is not found in simple 
internal aural suppuration, is helpful in the diag- 
nosis of abscess. It may be bilateral or present 
only on the side of the lesion. 

Enlargement of the deep cervical glands is fre- 
quently the first sign of intracranial suppuration, 
and when associated with otorrhcea warrants care- 
ful consideration. 

After it has been decided that cerebral suppura- 
tion is present the second consideration is its loca- 
tion. The ratio of temperosphenoidal abscess to 
cerebellar abscess is about 8:1 in children and 
approximately 2:1 in adults. Indications of a 
temporosphenoidal abscess are symptoms of com- 
pression; a subnormal pulse, temperature, and 
respiration; and paralysis of the opposite side. 
When the abscess is situated on the left side 
there may be aphasia. Slowly developing contra- 
lateral facial palsy associated with otorrhoea, recur- 
rent attacks of stupor, and developing halluci- 
nations is very characteristic of temporosphenoidal 
abscess. 

The cerebellum may be reasonably excluded if 
vertigo and past pointing can be produced by caloric 
or rotary stimulation of the labyrinth. On the 
other hand, rotary nystagmus toward the affected 


side with a “dead” labyrinth suggests that the 
abscess is in the cerebellum. Sinus thrombosis or a 
dead labyrinth with evidence of intradural suppura- 
tion suggests that the lesion is in the cerebellum. 
In simple internal suppuration there is absence 
of optic neuritis and the gait is a sway or a 
swagger. 

Vestibular tests therefore may indicate an intra- 
cranial lesion, and on the basis of the history and 
clinical findings this may be diagnosed as an abscess. 

The reaction of the labyrinth to stimulation should 
be determined prior to a mastoid operation for 
chronic otorrhoea since it may be the only clue to 
intracranial disease. 

WititaAm P. VAN WAGENEN, M.D. 


Elsberg, C. A.: Concerning Papilleetema in 
Tumors of the Brain and Its Surgical Treat- 
ment. Arch. Ophth., 1924, liii, 307. 

It is generally agreed that papilloedema, whether 
it occurs early or late in the course of intracranial 
expanding lesions, must be considered a late 
symptom of brain tumor. Obviously, then, the 
opportune time for treatment is when the eye 
grounds are normal or only slightly changed. So 
characteristic are the signs and symptoms of 
tumors of the cerebellopontine angle that operation 
should easily precede obstruction to the sylvian 
aqueduct or impingement on the side of the pons 
or medulla. In lateral recess tumors papilloedema 
may be sudden in onset and rapid in progress. A 
fact regarding these tumors which is as yet unex- 
plained is the frequently greater advancement of 
papilloedema on the side on which the tumor is 
situated. 

In cases of supratentorial growths the degree of 
swelling of the two disks varies greatly. Presumably 
this is due to the fact that, here, intracranial 
pressure depends on a combination of factors, viz., 
the amount of internal hydrocephalus, the degree 
of hyperplasia of the affected hemisphere, and the 
size of the tumor. The pressure of the tumor itself 
may cause a predominating homolateral oedema of 
the disk. Distention of the contralateral ventricle 
may Cause a greater swelling on that side. In gen- 
eral, however, it may be said that cerebral tumors 
which lie at the greatest distance from the midline 
are most apt to cause papillcedema which is equally 
advanced in both eyes. 

Cases of frontal lobe tumors show not rarely a 
homolateral pallor or optic atrophy of the disk and 
a slight papilloedema on the opposite side. The 
same condition is occasionally found in cases of 
suprasellar growths in which a papillcedema is 
superimposed on a preceding optic pallor. In 
some cases of brain tumor, papilleedema may be 
absent because of extensive brain atrophy secondary 
to occlusion of a cerebral artery by the growth 
process. 

Appropriate early operative and decompressive 
measures can prevent blindness in the majority of 
cases and exert a marked beneficial action upon 
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fundus changes when the tumor cannot be removed. 
Spinal puncture, intravenous injections of hyper- 
tonic solutions, and the administration of magnesium 
sulphate by mouth or of hypertonic salt solution by 
rectum may be done as temporizing measures until 
suitable diagnostic studies can be carried out. 
When blindness has once occurred even for a 
few hours no vision will ever return. The time that 
eapses before the disks are again flat after marked 
papillaedema may be several months, but the initial 
reduction may be 2 or 3 diopters in a week. In 
cases of supratentorial growths the recession of 
fundus changes is more gradual because of the 
greater multiplicity of the factors producing the 
condition. Witiiam P. VAN WAGENEN, M.D. 


Hughson, W.: Meningeal Relations of the Hy- 
pophysis Cerebri. Bull. Johns Hopkins Hosp., 
Balt., 1924, XXXv, 232. 

The usual general descriptions of the relations of 
the meninges fail to make any reference to their dis- 
tribution about the pituitary. Since the stalk of 
Rathke’s pouch disappears before the brain of the 
embryo is completely surrounded by its meningeal 
covering, Hughson believes that it is possible that 
the subarachnoid space invests tie hypophysis. 

He was able to demonstrate this relation of the 
subarachnoid space to the pituitary by the injection 
and precipitation of Prussian blue. Passage of fluid 
from the subarachnoid space into the substance of 
the gland has been shown. Loyat E. Davis, M.D. 


Horrax, G.: Generalized Cisternal Arachnoiditis 
Simulating Cerebellar Tumor: Its Surgical 
Treatment and End-Results. Arch. Surg., 1924, 
1X, 95. 

The author reports a series of thirty-three cases 
with a presumptive diagnosis of brain tumor, in 
which operation revealed only a greatly dilated 
posterior cistern with thickened arachnoid membrane 
containing- pent-up cerebrospinal fluid under pres- 
sure. Five of the patients died, two of them a 
few days after the operation and the three others 
from several months to two years later. In the four 
cases in which autopsy was done only inflammatory 
thickening of the arachnoid membrane forming the 
cerebellar and basal cisterne was found. The 
twenty-eight patients who survived were benefited 
or were well from one to nine years after the 
operation. 

Histological examination of a piece of the arach- 
noid wall removed at operation showed nothing more 
than the slight thickening that was evident grossly. 
Such evidence, coupled with the subsequent im- 
provement or entire relief of symptoms over long 
periods of time, has convinced the author that 
the condition is not tumor but arachnoiditis as 
was surmised at the time the posterior fossa was 
exposed. 

The use of lumbar puncture as a diagnostic 
measure in this condition is associated with the 
danger of foraminal herniation of the cerebellum. 


NERVOUS SYSTEM 459 


In the cases reviewed the procedure of choice was 
exploration of the suboccipital region and, in the 
absence of tumor, wide opening of the arachnoid 
cisterne with evacuation of their contents. 

Wittram E. SHackteton, M.D 


Royster, L. T.: Report of a Case of Streptococcic 
Meningitis Treated with Injections of Gentian 
Violet. Am. J. Dis. Child., 1924, xxviii, 34. 


Royster reports a definite modification of the 
course of a fatal case of streptococcus meningitis by 
the intraspinal injection of gentian violet solutions. 

The patient was a boy 2 years old. On his ad- 
mission to the hospital five days after an abrasion 
to an upper eyelid, he was semi-unconscious and 
presented the typical signs of meningitis. Smears 
and a culture of the spinal fluid and of the pus from 
a complicating orbital abscess showed the organism 
to be a Gram-positive streptococcus hemolyticus. 
The patient’s condition was so serious that it was 
believed he would live only a few hours. Apparently 
as the result of gentian violet treatment, he lived for 
three weeks, and during this time the signs of 
meningitis were either slight or absent and the 
spinal fluid cell count was decidedly reduced. 

The intraspinal dosage ranged from 0.04 to 0.16 
mgm. administered once or twice a day. Six intra- 
muscular injections of 20 mgm. each and three 
intravenous injections of from 20 to 40 mgm. were 
given in addition. 

The author states that the injections of the 
gentian violet into the spinal canal did not cause 
any reaction or irritation and believes that larger 
doses might have been more efficient. 

WILtrAM P. VAN WAGENEN, M.D. 


PERIPHERAL NERVES 


Dowman, C. E., and Hoke, M.: The Treatment of 
Spastic Paralysis. Arch. Surg., 1924, ix, 145. 

This article is based on the results of a study of 
132 cases of infantile cerebral paralysis. It appears 
that the condition may be the result of prenatal, 
natal, and postnatal factors. In the cases reviewed 
the prenatal causes were encephalo-meningitis, intra- 
uterine trauma, continued poor health of the 
mother, microcephalus, hydrocephalus, and syphilis. 
The only natal factor encountered was birth 
trauma. Of the postnatal etiological factors, 
measles, influenza, scarlet fever, tonsillitis, or some 
other infectious process are the most common. 

The clinical pictures presented in cases of infan- 
tile cerebral paralysis are those caused by pyramidal 
tract lesions, those caused by extrapyramidal tract 
lesions, and a type produced by both a pyramidal 
and extrapyramidal tract lesion. Only the cases 
belonging to the class of pyramidal tract lesions are 
suitable for operation. Patients selected for treat- 
ment should have an intellectual age of at least 4 
years. 

The three important features in the treatment of 
spastic paralysis are: (1) relaxation of certain 
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groups of muscles by means of neurectomy; (2) the 
correction of fixed deformities and unstable feet 
by means of orthopedic operations; and (3) the use 
of physical training to teach the child to walk after 
the employment of the operative measures. 

The authors report eighteen surgically treated 
cases. The results seem to justify the combination 
of operative procedures described. 

Loyat E. Davis, M.D. 


McKenzie, K. G.: Intrameningeal Division of the 
Spinal Accessory and Roots of the Upper 
Cervical Nerves for the Treatment of Spas- 
modic Torticollis. Surg., Gynec., & Obst., 1924, 
XXXix, 5. 


In a case of “painful spasmodic torticollis of 
unknown origin” which was operated upon by the 
author there was still no recurrence of the pain or 
spasm one year after the operation. 

In McKenzie’s opinion, the muscles which may 
be involved in various combinations to produce a 
torticollis are the two sternomastoids and the 
group of large neck muscles attached to the 
occiput. 

In the past, surgical treatment for this condition 
was confined to section of the motor nerve supply 
and division of the muscle itself. In the case cited 
the posterior and anterior roots of the upper three 
cervical nerves on one side were divided in addition 
to the spinal accessory. McKenzie suggests that 
section of only the posterior roots would relieve the 
spasm in the posterior spinal muscles and would thus 
leave their active motor function. In such an 


operative procedure the spinal accessory is not taken 


into consideration as fully perhaps as its réle justifies. 
Loyat E. Davis, M.D. 


Ott, W. O.: The Surgical Treatment of Solitary 
Tumors of the Peripheral Nerves. Texas State 
J. M., 1924, xx, 171. 

The diagnosis of solitary tumors of peripheral 
nerves can usually be made without difficulty on the 
basis of the following findings: 

1. A tumor in the region of a nerve. 

2. Mobility of the tumor at right angles to the 
course of the nerve, but not along its longitudinal 
axis. 

3. Pain, usually at the site of the tumor and along 
the peripheral distribution of the nerve, which is 
felt on pressure over the area of the tumor, on 
motion of the part, or on injury. 

4. Absence of motor and sensory paralysis of 
the affected nerve or its presence to only a slight 
degree. 

5. A history of long duration and slow progress. 
In cases of primary sarcoma, pain located at the site 
of the tumor and usually radiating along the periph- 
eral distribution of the nerves is an early symp- 
tom. 

Of the author’s twelve cases nine were cases of 
solitary neurofibromata, one was a case of heman- 
gioma, and two were cases of sarcoma. 
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When, at operation, the diagnosis of neurofibroma 
seems certain, the capsule should be slit longitudi- 
nally and the tumor shelled out if it affects an impor. 
tant motor or mixed nerve. A tumor involving an 
unimportant sensory branch may be excised. Ip 
cases of definitely malignant tumors wide excision 
of the growth is indicated and sometimes amputation 
of the extremity may be necessary. 

Wiitam P. VAN WAGENEN, M.D. 


Turner, H.: Nerve Injury in a Typical Fracture 
of the Radius (Ueber Nervenschedigungen beim 
typischen Radiusbruch). Arch. f. klin. Chir., 1924, 
CXXViii, 422. 


The importance of nerve complications in frac- 
tures of the upper arm is recognized, but little is 
known regarding nerve lesions in typical fractures 
of the radius. Although such lesions are not rare, 
they are usually overlooked and must be sought for 
with care. The terminal fibers of the dorsal inter- 
osseous nerve are most commonly caught at the 
point of fracture. The signs which follow are of a 
vasomotor and trophic nature. They appear usu- 
ally after days or weeks as a firm cedema of the back 
of the hand and the surrounding forearm, contrac- 
ture of the fingers, and stiffness of the wrist joint. 
The region of the imprisoned nerve endings is pain- 
ful to pressure. 

In the X-ray picture, atrophy of the metacarpal 
bones is evident and the articular surface of the 
radius is not clearly defined. Of note is the fact that 
the distal row of carpal bones show more clearly 
than the proximal row. The author has seen a 
similar cedema about the hand with similar impair- 
ment of function of the wrist joint in three cases of 
cat bite. He believes there was a direct as well asa 
toxic injury of the dorsal interosseous nerve. Such 
an injury with its results may well be looked upon 
as a trophoneurosis. The prognosis is relatively 
uncertain. Turner suggests that a resection of the 
dorsal interosseous nerve might bring about im- 
provement. LoyaL E. Davis, M.D. 


SYMPATHETIC NERVES 


Royle, N. D.: The Operations of Sympathetic 
Ramisection. Med. J. Australia, 1924, i, 587. 
Hunter, J. I.: On the Choice of Procedure 
Adopted in the Operation of Ramisection for 
Septic Paralysis. Med. J. Australia, 1924, i, 59°. 


Rove states that since his first report of the 
treatment of spastic paralysis by sympathetic raml- 
sectomy he has performed a large number of opera- 
tions on patients of different ages and the informa- 
tion gained has made it possible for him to improve 
the technique and lay down principles of surgical 
procedure. This article, which does not lend itself 
to abstracting, describes the technique of |umbat 
and cervical ramisectomy in detail as practised at 
the present time. 

HounTER reports that in Royle’s operation for the 
relief of spastic paralysis only the rami communl- 
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cantes are divided whereas in the first operations the 
rami of the second, third, and fourth lumbar ganglia 
and the sympathetic trunk below the fourth lumbar 
ganglion were cut. Section of the second, third, and 
jourth lumbar ganglia removes the influence of the 
sympathetic system from the muscles innervated by 
the upper part of the lumbar plexus. It avoids in- 
jury to the hypogastric nerves which communicate 
with the hypogastric plexus and supply the bladder 
and rectum. Section of the white rami of the upper 
lumbar nerves removes part of the influence of the 
hypogastric nerves as evidenced by the relief of con- 
stipation, resulting from increased activity of the 
pelvic nerves of the craniosacral division. Section 
of the sympathetic trunk and removal of the gray 
ramus of the fourth lumbar nerves affects the mus- 
ces supplied by the sciatic nerve and its branches. 
For the relief of spastic paralysis of the upper ex- 
tremity the rami communicantes only are sectioned. 
There are no white rami in the cervical region except 
the ramus of the first thoracic spinal nerve. 
Loyat E. Davis, M.D. 


Floercken, H.: The Technique of Resection of the 
Cervical Sympathetic (Zur Technik der Resek- 
tion des Halssympathicus). Zentralbl. f. Chir., 1924, 
li, 267. 

The author has resected the cervical sympathetic 
in four cases—in three for angina pectoris and in 
one for pronounced bronchial asthma. Of the cases 
of angina pectoris, two had only transitory results 
because only a portion of the stellate ganglion was 
removed. The third case showed definite improve- 
ment six weeks after the operation. In the case of 


bronchial asthma the spasmodic attacks of dyspnoea 


were relieved. 

Floercken advises against local anesthesia. He 
performs the operation under ether-oxygen anes- 
thesia with a preliminary hypodermic injection of 


NERVOUS SYSTEM 461 


atropine. Since removal of the stellate ganglion 
is essential, it is necessary to make an adequate in- 
cision along the anterior or posterior border of the 
sternocleidomastoid muscle. 

Floercken proposes that the same muscle plastic 
incision which de Quervain and Kuettner have 
advocated be used for wide exposure of the struc- 
tures in the triangles of the neck. The skin in- 
cision extends from the mastoid process downward 
along the anterior border of the sternocleido- 
mastoid and turns laterally at a point two finger- 
breadths above the clavicle. The anterior muscle 
edges are freed and both portions divided over a 
Kocher dissector. The skin and muscle flaps are 
then retracted posteriorly with the accessory nerve. 
If the omohyoid is masked by coarse fibers these 
fibers are divided. 

Upon the medial aspect of the vessels the chain 
is found and followed to the superior ganglion. The 
latter is divided in its center. At the level of the 
medial ganglion the laterally coursing inferior thy- 
roid artery is divided. The chain is then caught 
with a fine hemostat and dissected down to the 
stellate ganglion, which is freed from its connections 
with the vagus. Usually the first thoracic ganglion 
is in close relation to the stellate ganglion. The lower 
the resection can be made the better are the results 
of the operation. Upon the left side the thoracic 
duct can be easily avoided. 

For angina pectoris, resection of the depressor 
nerve is advised. At the same time, the superior 
laryngeal nerve should be freed in order that undue 
manipulation of this nerve and the vagus may be 
avoided. 

Periarterial sympathectomy of the carotid artery 
may be done in angina pectoris, as Bruning suggest- 
ed, but Borchard has warned against the dangers 
produced by arteriosclerotic changes in the vessels. 

LoyaL E. Davis, M.D. 
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CHEST WALL AND BREAST 


Bartlett, E. I.: The Treatment of Blue Dome Cyst. 
J. Am. M. Ass., 1924, Ixxxiii, 343. 


Blue dome cyst, i.e., a retention cyst occurring 
during involution or due to hypertrophy and 
abnormal secretion, is not a true neoplasm. Local 
treatment is not indicated except for cosmetic or 
psychic reasons. The practical problem is difficult 
because a positive clinical diagnosis is impossible. 
One cannot always differentiate between benign 
solid tumor, cancer, and cyst with papilloma or 
cancer. 

The differential diagnosis between papillomatous 
cyst and blue dome cyst is complicated. Skin and 
nipple changes may be absent in a malignant cyst. 
The shape and consistency of the tumor are falla- 
cious guides, and aspiration is unsafe and incon- 
clusive. Cancer frequently develops from intra- 
cystic papillomata; straw-colored fluid does not 
exclude cancer; and indiscriminate needling is 
dangerous. 

Surgery is usually necessary to establish the 
diagnosis. The nature of the cyst is revealed by 
evacuation of the contents by radial incisions. When 
a blue dome cyst is found, simple stripping of the 
wall and good closure are all that is necessary. 
When a papillomatous cyst is found, a wedge- 
shaped portion of the breast should be removed. 
In malignant disease the complete operation is 
indicated. M. L. Mason, M.D. 


Yoon, C.: Pathologico-Anatomical Research on 
the Routes of Distribution of Carcinoma of the 
Breast (Pathologisch-anatomische Untersuchungen 
ueber die Verbreitungswege des Mammacarcinoms). 
Beitr. s. klin. Chir., 1923, CXxx, 473. 

In order to determine the conditions active in 
cases of recurrence following amputation of the 
breast, the author studied anew the anatomy of the 
lymph-vessel system. In these investigations it 
was found that the superficial lymph vessels, after 
passing the paramammary and supramammary 
lymph glands, empty into the axillary lymph glands 
and at the midline cross over to the opposite side. 
A second group pierce the pectoralis fascia into the 
musculature and flow directly or by way of the inter- 
muscular lymph glands into the axillary and infra- 
clavicular glands. Still other lymph vessels go 
through the pectoralis and intercostal muscles into 
the interior of the thorax to the anterior intercostal 
lymph glands. 

The author discusses the relations of the blood 
vessels and musculature and describes the manner 
in which metastases are formed in different areas 
on the basis of twenty-five cases in which micro- 


scopic studies were made. It was found that the 
carcinoma cells spread in the muscle tissue, in the 
tissue spaces, the lymph and blood vessels, and the 
sarcolemma sheaths. Therefore, it is important to 
cut away the serrations of the pectoralis directly to 
the costal periosteum. 

In order not to open the lymph vessels the author 
makes a longitudinal incision in the parasternal line 
from the clavicle nearly to the costal arch and from 
this, two incisions encircling the breast with their 
apex in the axilla. For absolute certainty, the sec- 
ond, third, and fourth intercostal muscles and the 
anterior intercostal lymph glands are removed. Be- 
sides giving good exposure, these incisions permit 
the removal of the infraclavicular and supraclavic- 
ular glands. KULENKAMPFF (Z). 


TRACHEA, LUNGS, AND PLEURA 


Alexander, J.: The Surgery of Pulmonary Tuber- 
culosis. Am. J. M. Sc., 1924, clxviii, 268. 


Cavities whose walls are not very stiff are obliter- 
ated to mere clefts by successful thoracoplasty, 
The uncompressed lung compensates for the com- 
pressed lung by becoming huge with emphysema 
and hyperplasia. In Brauer’s opinion no note- 


worthy functional demand is made upon the func- 
tioning lung in a resting patient except immediately 
after operation. Sauerbruch states that the uncom- 


pressed lung moves considerably more after oper- 
ation and that as this causes a more rapid flow of 
lymph, dissemination of the disease results if the 
lymph contains tubercle bacilli. Therefore it is 
most important that the better lung be entirely 
free from tuberculous activity. 

At present the working rule is that thoracoplasty 
is never to be done when a satisfactory artificial 
pneumothorax is obtainable. The number of 
patients whose pulmonary disease is sufficiently 
unilateral to warrant compression of one lung 1s 
estimated at from 2 to 10 per cent. Matson and 
others attempted artificial pneumothorax in 8.5 
per cent of 7,000 cases. In 41.3 per cent only partial 
compression was possible and a clinical cure was 
obtained in only 15.5 per cent, whereas the satis- 
factory compressions gave a clinical cure in 45 pet 
cent. 

About 2 per cent of tuberculous patients are 
suitable for surgical therapy. Numerous series 0! 
cases show that the final results of pneumothorax 
and of thoracoplasty are about the same, a cure 
being obtained in 35 per cent and improvement in 
30 per cent, while in 35 per cent there is no improve- 
ment or the condition becomes worse. Each method 
has certain advantages. In contrast to thoraco- 
plasty, pneumothorax is non-deforming non-shock- 
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ing, and, as it produces compression gradually, is 
free from the danger of acute circulatory and 
respiratory disturbances and of pneumonia from the 
aspiration of large amounts of expressed secretions. 
Moreover, as the accumulated toxins are squeezed 
out into the circulation gradually there is less dan- 
ger of lighting up other foci. If necessary, pneu- 
mothorax can usually be released. 

Although thoracoplasty upon tuberculous pa- 
tients is a major operation with a mortality of from 
2 to 10 per cent, its performance in several stages 
has made it remarkably safe. While the operation 
of artificial pneumothorax is an essentially trivial 
procedure, gas embolus and “pleural eclampsia” 
are true dangers. It is generally estimated that 
serous effusions are formed in 50 per cent of cases of 
pneumothorax. McKinnie estimates that 5 per 
cent of these effusions become purulent. Of Sauer- 
bruch’s seventy-three cases of cavity rupture, fifty- 
seven were caused by attempts to stretch adhesions. 
The mortality was 86 per cent. 

Frequently the immediate results of pneumotho- 
rax are so satisfactory to the patient that he fails to 
return for the necessary continuation of treatment. 
As thoracoplasty when once done is done perma- 
nently, it may be indicated for persons who might 
be expected to abandon pneumothorax treatment 
prematurely. It is preferable to the operation of 
intrapleural pneumolysis or the use of the Jacobaeus 
thoracoscope and cautery for adhesions and will col- 
lapse certain thick-walled cavities which are not af- 
fected by artificial pneumothorax. 

Surgical compression is indicated for largely 
unilateral lesions when all other treatment, includ- 
ing a sufficiently long sanatorium régime and at- 
tempts to induce artificial pneumothorax have 
failed. Operation should be limited to patients 
between 15 and 45 years old. It is especially indi- 
cated in cases of marked basal lesions. Better 
results are obtained from operation on the left lung 
than from operation on the right. It is important 
that the lesions be predominantly chronic and fibrous 
rather than rapidly progressive and caseous as the 
latter do not respond favorably to compression. 

Some form of surgical compression is indicated also 
for cases of recurrent severe hemoptysis in which 
artificial pneumothorax cannot be produced. Pribram 
advises trying minor phrenicotomy before using more 
severe measures. Stoecklin recommends pneumolysis 
with a paraffin “fill.” Sauerbruch does a typical 
paravertebral thoracoplasty if the hemorrhages have 
been small and the patient is in good condition. 

In the opinion of Sauerbruch and Stoecklin, the 
smallest active lesion in the hilus or the lower lobe 
of the better lobe absolutely contra-indicates opera- 
tion. Careful functional tests of the cardiovascular 
system are essential for sound judgment regarding 
the operability of a case. Bull considers thoraco- 
plasty contra-indicated when bone or joint tuber- 
culosis is present. Curable psychoses do not contra- 
indicate operation. If adhesions prevent the use 
of pneumothorax during pregnancy a therapeutic 
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abortion should take precedence over thoracoplasty. 
Mild and moderate laryngeal tuberculosis almost al- 
ways improve after thoracoplasty. Organic nephri- 
tis contra-indicates thoracoplasty. Every European 
writer on the subject condemns operation if there is 
intestinal tuberculosis. 

Brauer finds that from 1o to 15 per cent of pa- 
tients who have been operated on show progression 
of the lesions in the better lung and that usually 
this leads to death. 

The pre-operative and the operative treatment 
are best carried out in suitably equipped sanatoria 
rather than in general hospitals. Bed rest is ad- 
visable for patients with a simple bronchitis. To 
prevent the aspiration of infected secretions the 
patient should “‘empty his lung” before operation. 

Regional and local infiltration anesthesia are 
more frequently used than general anesthesia. 
Most of the surgeons referred to by Alexander fear 
the toxic effects of novocaine. Berard is pleased 
with the effects of anacaine, which has a more pro- 
longed action. 

The variability of the type and the location of 
the lesions and the patient’s general condition make 
definite rules impossible. Phrenicotomy is a favor- 
able preliminary to any type of operation. In 
general most patients progress better after a two- 
stage Sauerbruch or Brauer operation. Resection 
of parts of the ribs from the first to the eleventh is 
known as the complete operation as it compresses 
the entire hemithorax and places it at rest. Partial 
operations put only part of the lung at rest. This is 
an advantage, however, when the lesion involves a 
very small area, when the patient is too sick to 
withstand the shock of the complete operation, and 
when the better side would be activated by the 
additional load thrown upon it by the complete 
procedure. When satisfactory compression is not 
obtained by the complete operation it may be 
necessary to supplement the original operation by 
pneumolysis. J. Frank Dovucurty, M.D. 


Law, A. A.: Some Surgical Considerations of 
Extrapleural Thoracoplasty. J. Lancet, 1924, 
xliv, 365. 

Extrapleural thoracoplasty is more generally 
favored in Europe than in America. It is indicated 
only in cases of long standing in which collapse of 
the lung has been unsuccessful. It is not advisable 
in acute progressive cases or in those with a tuber- 
culous process elsewhere in the body. 

The operation of choice is the removal of a seg- 
ment of the ribs from the first to the eleventh or 
twelfth as standardized by Sauerbruch. This allows 
complete collapse of the lung, while section of the 
ribs permits only partial collapse. Rapidity in 
operating is imperative since all respiratory effort 
is placed on the opposite lung. Complete resection 
should be finished in forty minutes. 

The dangers are decidedly lessened by performing 
the operation in two stages, removing one-half of the 
ribs at the first stage and the remainder from two 
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to three weeks later. The author prefers a combin- 
ation of local anesthesia with gas-oxygen analgesia. 
The length of the incision will depend upon whether 
a one- or two-stage operation is to be done. If long 
posterior stumps are left behind, the lung will not 
collapse completely and new bone formation will 
occur since the periosteum has been left behind. 
The dangers of pulmonary oedema and medias- 
tinal flutter following the operation must be borne in 
mind. In the great majority of cases, coughing and 
expectoration decrease, the pulse and temperature 
return to normal, and the patient gains in weight 
and feels very much better. The operation causes 
only slight deformity. Wuitxtam J. Pickerr, M.D. 


Bettman, R. B.: Chronic Empyema. Surg. Clin. N. 
Am., 1924, iv, 821. 

Bettman reports a case of chronic empyema and 
gives his conclusion as follows: 

1. Chronic empyema can often be prevented by 
care in the treatment of acute empyema. Acute em- 
pyema should be treated first by the closed method. 
Rib resection should be used only in the few cases 
which do not respond to the closed method. 

2. A case of acute empyema should not be pro- 
nounced cured as long as any cavity remains. A 
closed unobliterated cavity, even though sterile, 
will probably become re-infected and lead to a re- 
currence. Cavities that do not become re-infected 
are the exception. 

3. The shape and extent of an empyema cavity 
can be clearly determined by filling it with a 12 per 
cent solution of sodium bromide and then X-raying. 

4. Many cases of chronic empyema can be cured 
by simple drainage and careful dakinization plus the 
use of blow-bottles and calisthenics. 

5. Radical operation should be considered only 
after conservative treatment has proved inefficient. 

6. The aim of all radical operations should be the 
obliteration of the cavity. 

The operation used in the case presented consisted, 
in briet, of the formation of a skin flap, exposure of 
the cavity in its entirety by resection of the overly- 
ing ribs and thickened pleura, decortication of the 
exposed lung where this was easily accomplished, 
cauterization of fistulae, and inversion of the skin 
flaps. The marsupialized, wide-open defect was 
allowed to heal by cicatrization. 

This operation is best performed in two stages. 
The anesthetic of choice is nitrous oxide and oxygen 
because it permits artificial re-expansion of the lung 
at any time so that its power of re-expansion can be 
estimated. 


(SOPHAGUS AND MEDIASTINUM 


Demel, R.: The Vascular Supply of the (sopha- 
gus: A Contribution to the Surgery of the 
(Esophagus (Die Gefaessversorgung der Speise- 
roehre: Ein Beitrag zur Oesophaguschirurgie). 
Arch. f. klin. Chir., 1924, xxviii, 453. 


The author made macroscopic, microscopic, and 
roentgenological studies of the vascular supply of 


the oesophagus. The results of these investigations 
are of value particularly for practical surgery, 
This extensive work is illustrated with numerous 
pictures. The following conclusions are drawn. 

1. The cesophagus is divided into four parts: the 
cervical portion, the bifurcation portion, the tho- 
racic portion, and the abdominal portion. This divj- 
sion is based upon anatomical conditions and the 
vascular supply. 

2. The blood supply of the cervical portion of the 
cesophagus is furnished by the inferior thyroid 
artery and a branch derived directly from the sub- 
clavian artery. The inferior thyroid artery supplies 
the upper half of the cervical portion of the ceso- 
phagus and the direct branch of the subclavian 
artery supplies the lower half. 

3. Division of the course of the inferior thyroid 
artery into a lower and an upper ascending portion 
and a transverse connecting portion with a median 
and lateral bend is important for the better descrip- 
tion of the three almost typical points in the inferior 
thyroid artery from which branches lead off to the 
cesophagus. These three points are the following: 
(a) in the center of the upper ascending portion, (b) 
at the median bend, and (c) at the lower ascending 
portion, near the subclavian artery. 

4. Generally the right inferior thyroid artery has 
more branches than the left. The left branches do 
not anastomose with one another as abundantly as 
the branches of the right inferior thyroid artery. 

5. The direct branch of the subclavian artery is 
not constant, but is present in more than half of the 
cases. When it is not present the lower half of the 
cervical portion of the oesophagus is less well sup- 
plied with blood vessels. 

6. In contrast to the macroscopic examination, 
the microscopic examination of the cervical portion 
of the oesophagus shows that the left border is just 
as well supplied with blood vessels as the right, if 
not better. The roentgenogram of the intra-organic 
blood vessels corresponds to the microscopic findings. 

7. Surgical exposure of the cervical portion of 
the cesophagus from the left side is justified on the 
basis of the macroscopic, microscopic, and X-ray 
investigations, not only for technical reasons, but 
also because it gives more favorable conditions for the 
healing of wounds. 

8. The bifurcation part of the cesophagus, which 
is supplied chiefly by the anterior and posterior 
cesophagotracheal arteries, shows very good nutri- 
tion throughout all its parts and is the portion of 
the cesophagus which has the best blood supply. 
Its surgical approach, however, is very difficult, be- 
cause of its position and because of the shortness 
of the blood vessels. 

9. The thoracic portion of the cesophagus is 
supplied by the cesophagee propriz anteriores and 
posteriores arteries which vary in number and are 
classified as anterior and posterior according to the 
region they supply rather than according to their 
origin in the aorta. The upper half of the thoracic 
portion of the oesophagus has a considerably poorer 
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blood supply than the lower half, especially on the 
anterior surface and at the right border. The right 
border of the oesophagus in the lower portion of the 
thoracic part has the poorest blood supply. 

10. Because of the vessels reaching the cesopha- 
gus from the left, an approach from the right and 
posterior aspects comes up for consideration in 
exposure of the upper part of the thoracic portion 
of the cesophagus. In this approach, the poorly 
nourished areas with a lack of sufficient anastomoses 
between the thoracic portion and the bifurcation 
portions of the oesophagus must be borne in mind. 

11. In the abdominal portion of the cesophagus, 
only the posterior surface and the right border have 
a good blood supply. This is provided chiefly by 
branches of the left gastric artery. Asa rule the left 
inferior phrenic artery supplies the left border of 
the cesophagus and sometimes also the posterior 
surface. There are abundant anastomoses between 
the blood vessels of the abdominal and thoracic 
portions of the oesophagus, especially at the right 
border of the cesophagus. The blood supply of the 
abdominal portion of the oesophagus is in general 
much less abundant than that of the thoracic 
portion. 

12. Operative exposure of the thoracic and 
abdominal portions of the oesophagus is much 
easier from the left side because of the position of 
the oesophagus and the greater mobility of these 
portions due to the greater length of the blood vessels. 
In this approach, the less vascular right border of 
the cesophagus in the region of the lower thoracic 
portion must be borne in mind. 

13. The uncertainty of sutures in the oesophagus 
is due largely to the fragility of the esophageal wall 
due chiefly to the relatively poor blood supply of 
the circular and longitudinal musculature as com- 


pared with the much richer blood supply of the 
cesophageal mucosa. 

14. The predilection of carcinoma for the level 
of the bifurcation and the cardia cannot be ex- 
plained by the vascular supply of the individual 
portions of the cesophagus. Grass (Z). 


Peterson, R., and Miller, N. F.: The Thymus of 
the Newborn and Its Significance to the 
Obstetrician. J. Am. M. Ass., 1924, Ixxxiii, 234. 


From a study of 120 infants the authors draw the 
following conclusions: 

Abnormally enlarged thymus occurs in from 40 
to 50 per cent of newborn infants. 

In general, few symptoms indicative of thymic 
hyperplasia are apparent the first day of life and 
when noted are generally mild. 

A tendency toward a higher incidence of thymic 
hyperplasia is noted in infants born of elderly 
mothers and of multipare, in male infants, and in 
infants born at term. 

There is no appreciable difference in size or in 
weight between infants showing thymic hyperplasia 
and those with a negative thymus. 

There is a definite fluctuation in the size of the 
thymus synchronous with respiration. 

In the diagnosis the roentgen ray is superior to 
clinical methods. 

While it may be impractical to subject every 
newborn infant to an X-ray examination, it is of 
great importance that every baby with thymic 
symptoms be so examined. Stereoscopic films of 
the chest taken at the end of expiration are of more 
practical value than fluoroscopic observations. Po- 
tential dangers from hyperplasia of the thymus may 
be eliminated by early diagnosis and roentgen-ray 
treatment. RoLanpD S. Cron, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Andrews, E.: A Method of Herniotomy Utilizing 
Only White Fascia. Ann. Surg., 1924, Ixxx, 225. 


The author presents considerable evidence that 
the inclusion of the internal oblique muscle in the 
inner row of sutures is a mistake as it not only fails 
to strengthen the lower end of the canal but per- 
haps weakens the inguinal sphincter and helps in the 
production of a new direct hernia. 

An operation is described in which the restoration 
of the canal is effected with the use of only white 
fascia. 

The floor of the canal is constructed by sutur- 
ing the endo-abdominal fascia (transversalis) to 
Poupart’s ligament. The cord is transplanted and 
the external oblique aponeurosis is sutured to Pou- 
part’s ligament under the cord. The cord is then 
replaced in its newly formed bed and the lower flap 
of the aponeurosis is sutured over it as a roof for the 
canal. Interrupted sutures of kangaroo tendon are 
used, all knots being placed outside the canal. 

Cyrit J. Giaspet, M.D. 


Coley, B. L.: Three Thousand Consecutive Herni- 
otomies. Ann. Surg., 1924, Ixxx, 242. 


Three thousand recent consecutive cases of 
herniotomy have been classified according to the 
age and sex of the patients and the type of the 
hernia. Recurrence rates in each group have been 
compiled on the basis of 837 cases followed up. 

The causes of recurrence may be arbitrarily 
divided into: 

1.. Factors inherent in the subject such as the 
patient’s age and occupation, the size and type 
of the hernia, the development of the abdominal 
musculature, the presence of adipose tissue, and 
strangulation of a hernia in a patient whose condi- 
tion is critical. The main surgical problem is com- 
plete or partial absence of a conjoined tendon. 

2. Factors over which the surgeon has control, 
e. g., failure to recognize and dispose of the her- 
nial sac, wound infection, the use of non-absorbable 
suture material, closure under tension, failure to 
support the operative wound by proper dressings, 
and failure to prevent postoperative bronchitis and 
pneumonia with their attendant cough. Better 
judgment in the selection of cases for operation and 
more attention to the details of operative technique 
and postoperative care will tend to reduce the in- 
cidence of recurrence. 

In children recurrence is a rare sequel to a 
properly performed operation. In 1,191 cases of 
operation, for all varieties of hernia, 300 of which 
were followed, Coley was unable to find a single 
recurrence, 


Follow-up examinations are becoming the rule in 
most metropolitan clinics. Recurrence rates not 
based upon follow-up examinations should be dis- 
counted. 

Direct hernia is rare in the female and in children 
under 15 years of age. The cure of direct hernia 
represents a distinct problem. Many herniz of this 
type are best managed by some modification of the 
Bassini operation. A certain percentage present 
musculo-aponeurotic deficiencies which render the 
prospect of a permanent cure unfavorable; in this 
group, operation is not advisable. 

The hope for better results lies in the exercise 
of more careful judgment in the selection of cases 
suitable for operation rather than in the adop- 
tion of new procedures based upon new principles. 

““Saddle-bag” or direct and indirect hernia 
should be considered and treated as a variety of 
direct hernia. Removal of both sacs is essential. 
In Coley’s series of 280 cases of direct hernia in male 
adults, eighty-five of which have been followed, a 
recurrence developed in fourteen (16.4 per cent) 
For this variety of hernia the “living suture” 
repair of Gallie is of great value and may become 
the suture of choice. 

Thus far, there is no conclusive evidence that the 
repair of femoral hernia by the inguinal route gives 
better results than those obtained by the simpler 
method. 

Cases in which a recurrence has developed once 
will be more apt to develop a recurrence again. The 
second recurrence may be larger and less amenable 
to truss treatment. Therefore, the advisability of 
re-operation should be most carefully considered. 
Thirteen per cent of the fifty-seven recurrences in 
the author’s series followed operation for previous 
recurrence. In this group Gallie’s operation with 
the use of living sutures has a distinct place. 

The type of operation to be performed should be 
determined by the tissues available for repair. The 
use of a standardized technique for all cases is to 
be deprecated. 

Local anesthesia has extended the field of opera- 
bility to include the aged and those suffering from 
intercurrent disease which, in itself, contra-indicates 
the use of a general anesthetic. It is of value 
particularly in cases of strangulated hernia in adults. 
However, as a routine, Coley favors, for adults, 
gas-oxygen with the addition of a small amount of 
ether if necessary, and for children, ether admin- 
istered by the drop and open cone method. 

Coley subscribes to Morrow’s statement that al- 
though many surgeons consider the operative cure 
of hernia a simple procedure, it requires sound 
surgical judgment and considerable technical skill. 

Cyrit J. Graspet, M.1) 
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SURGERY OF THE ABDOMEN 


GASTRO-INTESTINAL TRACT 


Morrison, T. H., and Gantt, W. H.: A Study of the 
Gastric Residuum. Ann. Clin. Med., 1924, iii, 149. 


Our knowledge of the gastric residuum has been 
obtained from a study of the gastric contents re- 
moved through the ordinary stomach tube. Rehfuss 
and his co-workers have shown that usually the 
gastric residuum cannot be removed completely by 
means of the stomach tube and that as a rule it is 
possible to obtain a much greater quantity by em- 
ploying the Rehfuss tube. 

By means of the Rehfuss tube the authors made 
observations of the gastric residuum of ten normal 
persons and fifty patients affected with various 
disorders. From this study they conclude that the 
examination of the gastric residuum is an extremely 
important method of gaining valuable information 
regarding gastric function. Since, as routinely em- 
ployed, the ordinary stomach tube obtains only a 
fraction of the gastric content—usually about one- 
third or one-fourth of the total amount—it is im- 
portant to employ the Rehfuss tube for exact infor- 
mation regarding the volume of residuum. The 
microscopic examination of the contents of the 
fasting stomach is more important than the estima- 
tion of the volume secured, and for this determina- 
tion the Ewald tube is about as good as the Rehfuss 
tube. Joun W. Nuzum, M.D. 


Goldbloom, A.: Hypertrophic Stenosis of the Py- 
lorus. Med. Clin. N. Am., 1924, vii, 1739. 


Goldbloom reports the case of a male infant aged 
6% weeks who was apparently normal during the 
first three weeks of life but then began to have 
attacks of “explosive” vomiting immediately after 
eating which were followed by emaciation, constipa- 
tion, a reduction in the amount and an increase in 
the concentration of the urine voided, visible waves 
of gastric peristalsis, and a palpable mass in the right 
upper quadrant. 

Pathologically considered, this condition is more 
than a simple hypertrophy of the muscle; there is 
probably a neuromuscular derangement in the pylo- 
rus causing incoordination of the physiological open- 
ing of the sphincter. The size of the tumor has no 
relation to the severity of the symptoms. Hyper- 
trophy of the circular muscular coat puckers up the 
mucosa and the element of spasm completely ob- 
literates the pyloric orifice. 

In the case reported a Fredet-Rammstedt opera- 
tion was done, the pylorus being incised for about 
1% in. and the edges of the incision divulged until 
the freed mucosa was seen. Bleeding was controlled 
with hot sponges. The pylorus was then dropped 
back into place and the wound closed. Anesthesia 
was induced with ether. The operation lasted twelve 
minutes. 

After the operation saline solution was given sub- 
cutaneously and was absorbed very rapidly. By 
mouth, water was given first and then human milk, 
the quantities being increased gradually. On the 
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sixth day the child was put to the breast and on the 
tenth day was discharged cured. 

Medical treatment is permissible for three or four 
days in mild cases or in those with little loss of 
weight. Howland advises refeeding the same type 
of food after the infant has vomited. Another 
method is that of Sauer, who gives a food so thick 
that it cannot be vomited and remains in the stom- 
ach a sufficiently long time to relieve the spasm tem- 
porarily. A third method is that of Hass, who gives 
atropin in fairly large doses, beginning with 1/1,000 
gr. immediately before each feeding and increasing 
the amount to as much as 1/250 gr. This method is 
best used in conjunction with Sauer’s regime. 

In the author’s opinion surgical treatment is the 
most economical as usually the child is thriving as 
early as ten days after operation while infants 
treated medically must generally remain in the hos- 
pital a month or two and sometimes longer. 

The prognosis depends on the rapidity of the loss 
of weight, the severity of the symptoms, whether or 
not the child has been weaned before the operation, 
and the length of time that elapses before the opera- 
tion is performed. CLayton F, ANpDREws, M.D. 


Friedenwald, J., and Wiest, P. F.: Massive Hemor- 
rhage from the Stomach Produced by an 
Unusual Cause. Aun. Clin. Med., 1924, iii, 158. 


The authors report the cases of two elderly males 
who died from massive hemorrhage of the stomach. 
In both instances a partial autopsy revealed arte- 
riosclerotic thickening of the gastric vessels with 
rupture of the right gastric artery. The stomach 
was filled with clotted blood. 

These cases are reported to point out that great 
care must be exercised in making a diagnosis of 
gastric or duodenal ulcer on the basis of hemorrhage 
alone. Joun W. Nuzum, M.D. 


Lund, F. B.: Surgical Treatment of Chronic Ulcer 
of the Stomach and Duodenum. Boston M. & 
S. J., 1924, Cxci, 239. 

The essential points in gastro-intestinal surgery 
are the avoidance of soiling during the operation, the 
avoidance of tension on the line of suture subse- 
quent to operation, the avoidance of kinking, and 
above all, the avoidance of hemorrhage. 

Soiling is avoided and the accurate apposition of 
the tissues is made much simpler and easier by the 
use of clamps. The one danger of the clamp—sec- 
ondary hemorrhage after the operation—may be 
avoided by careful and accurate placing of every 
suture. The author uses a long, straight, round 
needle threaded with No. 2 chromic gut. This su- 
ture material is coarse enough to be strong and to 
hold the tissue well and does not become absorbed 
too soon. The clamps are removed before the first 
layer of sutures is completed to determine whether 
there is any hemorrhage. The operation is easiest 
in the thin subject whose stomach hangs low. When 
the stomach is high and the mesentery is loaded with 
fat, it is of advantage to carry the incision up to the 
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xiphoid. The opening in the mesocolon should be 
as close to the root of the mesentery and as far from 
the colon as possible. 

Vomiting is a rare and unimportant symptom in 
duodenal ulcer. Excision of a duodenal ulcer with- 
out gastro-enterostomy should never be done as it 
merely substitutes a suture line for the ulcer 
without changing the abnormal condition which 
produced the lesion. With the exception of the 
hyperacidity we do not know definitely what these 
conditions are. 

Resection of a duodenal ulcer, even if the oper- 
ative risk is only slightly increased, is inadvisable 
because there is no danger of malignant degener- 
ation in this lesion. On the other hand, ulcers on 
the pyloric side of the stomach, according to the 
Mayos, carry the potential danger of carcinomatous 
change. 

Ulcers on the lesser curvature are less apt to be 
benefited by gastro-enterostomy. ‘Their excision is 
difficult and often fatal. They are best treated by 
Balfour’s method—burning the ulcer out with the 
cautery, inverting and suturing, and performing a 
gastro-enterostomy. The ulcerated area should be 
destroyed without carrying the cautery into the sur- 
rounding healthy tissue. The Balfour cautery excision 
is indicated especially in cases with hemorrhage, and 
in these it should be preceded by a blood transfusion. 

Mayo obtains a cure in go per cent of the cases of 
duodenal ulcer by gastro-enterostomy and believes 
that the use of the Finney pyloroplasty will effect a 
cure in another 5 per cent. In smaller ulcers on the 
lesser curvature, Balfour’s operation (cauterization 
and gastro-enterostomy) will cure in go per cent. 

In the author’s experience ulcers at the pylorus 
or just on the gastric side heal as well after gas- 
tro-enterostomy as those of the duodenum. How- 
ever, if resection is safe and easy, that is, if the 
stomach can be drawn well outside the abdomen, it 
should be done. Cyrit J. GLAspet, M.D. 


Clairmont, P.: The Results of the Surgical Treat- 
ment of Ulcer (Ergebnisse der operativen Behand- 
lung der Ulcuskrankheit). Schwetz. med. Wehnschr., 
1924, liv, 209. 

The purpose of this report on the end-results in 
1,419 cases of ulcer treated surgically is to ascertain, 
if possible, the reasons why the different operations 
fail to effect a cure. Clairmont opens his article with 
the following sentence: ‘‘It has been shown that the 
longer the surgically treated cases are observed, the 
more frequent are the unfavorable reports.” 

The established operative methods are presented 
in tabular form with their successful results, their 
failures, and the causes for the latter. The total 
mortality of surgical treatment of ulcer and its com- 
plications is shown to be 10 per cent. The imme- 
diate operative mortality of the first operation (1,086 
patients) was 7 per cent. When a second operation 
was necessary (thirty-nine cases) it rose to 15 per 
cent. In operations for peptic ulcer (fifty-seven 
cases) it rose to 22 per cent and in complications 
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dangerous to life such as hemorrhage (fifteen cases) 
and perforation (sixty-seven cases) it was 40 to 4) 
per cent. 

The first operations were divided into radical pro. 
cedures, such as resection of the stomach, and con. 
servative procedures, such as gastro-enterostomy 
with or without pyloric exclusion. i 

Transverse resection—performed in 181 cases— 
had a remarkably low mortality, viz., 5.5 per cent. 
The mortality of the Billroth II operation (24; 


cases) was g per cent, and that of the Billroth | 


operation (sixteen cases) 12.5 per cent. 

In comparing the operative mortality of the rad- 
ical and conservative procedures, it is of importance 
to note that the mortality of the more serious opera- 
tion is only slightly higher than that of the palliative 
procedure. Against an operative mortality of 7.7 
per cent in the former, there was a mortality of 5.4 
per cent in the latter. 

Of the total number of patients operated upon, 2.; 
per cent died from peritonitis, 1.4 per cent from 
pneumonia, and 1 per cent from ulcer (hemor- 
rhage, etc.). After transverse resection, pneumonia 
is the chief cause of death; it begins constantly on 
the left side. The cause is direct infection by con- 
tiguity through the diaphragm. In resection ac- 
cording to the Billroth Il method two-thirds of the 
deaths are traceable to peritonitis; in spite of the 
severity of the operation, pneumonia plays a lesser 
role. In the palliative methods the chief danger is 
from the ulcer; in inadequate technique lies another 
but lesser danger, namely vicious circle. 

The late results of the radical interventions are 
decidedly more favorable than those of palliative 
operations. A complete cure was obtained by the 
Billroth II operation in 77 per cent of the cases, by 
transverse resection in 67 per cent, by pyloric ex- 
clusion in 50 per cent, and by gastro-enterostomy in 
56 per cent. In 33 per cent of the cases subjected 
to transverse resection the ulcer frequently persisted 
or recurred or there was retention or, in the third 
group, there were symptoms of a pancreatic lesion. 
These last in no wise depended upon the relation of 
the ulcer to the pancreas. Most of the failures of 
the Billroth II operation cannot be definitely ex- 
plained, but probably were due to factors similar to 
those causing the failure of transverse resection. 

Failure of pyloric exclusion to effect a cure was 
due directly to a peptic ulcer of the jejunum in 70 
per cent of the cases. The same applied to gastro- 
enterostomy. In sixty-one of the ninety-six uncured 
patients a persistent ulcer was found, and in twenty 
a peptic jejunal ulcer. For the latter, fifty-seven 
operations were done. 

Observations of the late results of the various 
operative procedures showed that resection does not 
always cure. A .second gastro-enterostomy soon 
after the first sometimes gives good late results 
Other interventions such as jejunostomy or excision 
are not apt to give good results. 

Cases that were not operated upon were unin- 
fluenced by medical treatment. The question 





whet! 
imme 
cure 
trans 
exclu 
All € 
secti 
be as 
for \ 
than 
why 
incr 
has 
out 
follc 
hea! 
not 
pro 


Frit 





L Cases 
> to 42 


‘al pro- 
id con- 
stomy 


‘ases— 
r cent 
| (245 


roth | | 


e rad- 
rtance 
»pera- 
iative 
of 7.7 
of 5.4 


N, 2.5 
from 
‘mor- 
10Nia 
lv on 
con- 
} ac: 
f the 
the 
eSSET 
er is 
ther 


are 
tive 
the 
_ by 
























































whether in these methods which bring about a good 
immediate result it is possible to obtain a permanent 
cure with certainty must be answered guardedly for 
transverse section and in the negative for pyloric 
exclusion. Pyloric exclusion must be abandoned. 
All experience points to radical operation, i.e., re- 
section, as the proper procedure. Resection should 
be as extensive as possible, even though the reasons 
jor wide resection are based upon empirical rather 
than physiological grounds. ‘‘It is still unexplained 
why in one case the ulcer begins acutely and rapidly 
increases in size and in another case, even when it 
has been present for years, it remains small and with- 
out substantial local reaction; why in some cases, 
following jejunostomy or gastro-enterostomy, it 
heals without leaving a trace and in other cases it 
not only remains uninfluenced but continues to 
progress.” STEGEMANN (Z). 


















Friedenwald, J., and Bryan, W. J.: Free Hydro- 
chloric Acid in Gastric Contents in Carcinoma 
of the Stomach. J. Am. M. Ass., 1924, 1xxxiii, 
265. 

Of roo cases of carcinoma of the stomach in 
which fractional analyses were made of the gastric 
contents, 52 per cent showed achlorhydria, 16 per 
cent hypochlorhydria, 26 per cent normal acidity, 
and 6 per cent hyperchlorhydria. When these fig- 
ures are compared with those obtained by means of 
an Ewald test breakfast, it becomes evident that in 
a large number of instances in which anacidity is 
noted by the latter method of examination, this 
finding is misleading since free hydrochloric acid 
may still be determined at some period during 
digestion by the fractional examination of the 
gastric secretion. If conclusions were based on the 
findings of the Ewald test breakfast alone, the 
incidence of achlorhydria in the series of cases 
reviewed would have been 79 instead of 52 per cent. 

Watter H. Napier, M.D. 





Melchior, E.: The Surgical Pathology of the Duo- 
denum (Beitraege zur chirurgischen Duodenal- 
pathologie). Arch. f. klin. Chir., 1923, Cxxv, 633. 

One of the forms of high ileus that has been the 
subject of considerable debate is the form known as 
arteriomesenteric occlusion of the duodenum. Mel- 
chior first presents the various theories as to the 
mechanism of its origin. Von Haberer assumes that 
for its causation the only condition necessary is the 
descent of the stomach into the pelvis. According 
to other theories, it is secondary to a process in 
which the stomach, primarily paralyzed and dis- 
tended as the result of some other condition, drags 
the small intestine down into the pelvis, stretches 
the mesentery, and cuts off the lumen of the bowel 
mechanically. According to another hypothesis, the 
occurrence of arteriomesenteric duodenal occlusion 
is an arbitrary assumption since so-called cases of 
paralysis of the stomach may be ascribed to acute 
tonic conditions which involve the duodenum sym- 
pathetically. 
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A condition resembling ileus which appears after 
gastro-enterostomy the author considers either a 
simple atony or a secondary mechanical obstruction 
of the bowel due to a kink or the pressure of the 
stomach on the efferent loop. With closure of the 
pylorus this would lead to simple stasis within the 
duodenum, and under such conditions the vomiting 
of bile would logically exclude an effective arterio- 
mesenteric occlusion. It appears equally improb- 
able to Melchior that the small intestine, by its own 
weight alone, could exert a sufficient pull on the 
mesentery to occlude the duodenum. 

A remarkable fact shown by both the clinical and 
the anatomical findings is that, in spite of the as- 
sumed complete compression of the duodenum, no 
other local change can be discovered. If the duo- 
denum were compressed by the mesentery there 
would be pressure phenomena in the root of the 
mesentery with consequent stasis, transudation, in- 
farction, and gangrene. It has been definitely de- 
termined that an intraperitoneal transudation never 
occurs. 

The theory that arteriomesenteric occlusion of the 
duodenum can occur only when the intestine is 
empty is opposed by the theory that it can occur 
only when the intestine is full. 

A very strong argument against the theory of 
primary arteriomesenteric occlusion of the duo- 
denum is that other mechanical obstructions of the 
intestinal lumen at the juncture of the duodenum 
and jejunum present an entirely different picture. 
Important facts against this theory are furnished 
also by what we know about the chronic condition. 
It is not clear why in one case there should be a 
severe acute disease picture and in another the pic- 
ture of a mild intermittent aggravation of a chronic 
obstruction of the duodenal lumen. 

An important support of the theory of acute arte- 
riomesenteric occlusion of the duodenum was the 
long-held belief that the abdominal or knee-chest 
position is sufficient to withdraw the small intestine 
from the pelvis and thereby relieve the stoppage. 
However, the cases of assumed mesenteric compres- 
sion cited by Melchior give the impression that those 
in which this measure failed far outnumbered those 
in which it was successful. 

A further argument against the theory of primary 
arteriomesenteric duodenal occlusion is the marked 
inconsistency of the anatomical findings. In some 
of these cases the apparently mechanical occlusion 
involves the upper duodenum, in others the dilata- 
tion extends over a small portion of the jejunum, 
and in still others it is impossible to determine the 
nature of the mechanical impediment. Even the 
“typical” condition found at operation, i.e., the 
ceasing of the duodenal inflation where the mesen- 
tery crosses over, does not necessarily indicate that 
the obstruction is due to the root of the mesentery. 

However, from the incomprehensibility of the 
physical genesis of the condition and the incon- 
sistency of its clinical picture we pass to secure 

ground if we regard so-called arteriomesenteric duo- 
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denal occlusion as identical with, or a secondary 
phenomenon of, acute atony of the stomach result- 
ing from the effects of narcosis or trauma such as 
gross contusion or lengthy operation manipulations. 
Other etiological factors may be acute distention 
produced by substances causing fermentation and 
infections with severe after-effects. As a rule the 
atony does not affect the stomach alone; the duo- 
denum also is involved to a greater or less extent. 
The author therefore suggests for the condition the 
term ‘‘atonia gastroduodenalis acuta.” 

As there may be isolated paralysis of the duodenum 
there is probably also an isolated paralysis of the du- 
odenum. The assumption of an originally isolated 
duodenal atony of this type would explain those rare 
cases in which the stomach is found undilated and 
the establishment of a gastro-enterostomy may be 
of benefit. It is conceivable also that the dilated 
stomach might press the small intestine into the 
true pelvis and cause compression of the duodenum 
indirectly by causing tension on the root of the mes- 
entery. In disagreeing with von Haberer’s argu- 
ments against identifying arteriomesenteric duo- 
denal occlusion with acute gastroduodenal atony 
the author attempts to prove by citing cases that, 
on the basis of a more sudden or gradual onset or 
the later course, it is impossible to make a sure 
differential diagnosis between the two conditions. 
He declares untenable also the last of the symptoms 
given by von Haberer in the differential diagnosis 
between arteriomesenteric duodenal occlusion and 
dilatation of the stomach, viz., the reaction of the 
pulse when the contents of the stomach are siphoned 
off. 


Melchior passes quickly over the chronic forms, 


with which he has had no experience. The clinical 
symptoms of what is termed chronic arteriomesen- 
teric duodenal occlusion are intermittent and gen- 
erally persist for years. They begin with headache, 
vertigo, neurasthenia, cardiac disturbances, cold- 
ness of the extremities, and persistent constipation. 
The mechanical disturbances cause pain and dis- 
tention in the right hypochondrium appearing a few 
hours after meals, nausea and vomiting. Some- 
times the vomitus contains bile. Of importance in 
the diagnosis is the presence of a tympanitic dis- 
tended zone corresponding to the duodenum. The 
fluoroscopic examination shows obstruction of the 
duodenum. The disturbance disappears when the 
patient lies down. Some surgeons have mentioned 
as not very unusual the presence of a cord running 
from the transverse mesocolon to the mesentery. 

In conclusion Melchior states that since the hy- 
potheses for the occurrence of a primary arterio- 
mesenteric duodenal occlusion are unsatisfactory 
and since there are so many anatomical possibilities 
of a different nature which might produce the same 
syndrome, we must admit the uncertainty of the 
entire question. He fears that chronic duodenal 
stenosis will become a fashionable diagnosis like 
chronic appendicitis without acute seizures and 
epigastric hernia. CREITE (Z). 


INTERNATIONAL ABSTRACT OF SURGERY 


Peck, C. H.: The Present Status of the Surgicaj 
Treatment of Chronic Duodenal and Gastric 
Ulcer. Ann. Surg., 1924, Ixxx, 31. 


The author states that most surgeons are content 
to let the internist treat cases of chronic duodenal 
ulcer as long as the physician and patient are satis. 
fied that the treatment is giving relief and a cure js 
being effected. He agrees with the internist that 
early uncomplicated cases should first receive med- 
ical treatment and that a considerable number of 
patients are cured or at least kept in reasonable 
comfort thereby for long periods of time. It is 4 
well-recognized fact that many patients prefer to 
bear recurrent periods of discomfort rather than 
submit to the hazards of operation, and are willing 
to accept a certain percentage of risk as to the pos- 
sible occurrence of hemorrhage, perforation, or 
obstruction. Such persons should have a clear 
understanding of the situation. Ample opportunity 
for surgery exists in cases which fail to respond 
properly to medical treatment, in those of persons 
unwilling to endure repeated relapses, and in those 
in which complications threaten or occur. In cases 
in which a hasty or ill-founded diagnosis has been 
made and is unsupported by adequate clinical 
symptoms thorough medical treatment is important. 

Peck is greatly disturbed by the recent tendency 
to advocate radical measures of resection, often of 
large portions of the healthy stomach, for the 
surgical cure of uncomplicated chronic duodenal 
ulcer. 

On the basis of his own experience in 106 
cases, he believes that simple gastro-enterostomy 
properly performed is curative and adequate in the 
great majority of cases, and that from 80 to 90 per 
cent of the patients so treated are completely re- 
lieved of their symptoms and remain well. The 
operation is as successful when there is no obstruc- 
tion as when obstruction is present. Peck does not 
practice or recommend any method of pyloric 
exclusion. 

The choice of procedure depends upon the 
pathological type of ulcer. Leaving out acute 
perforations, the cases may be classified into four 
general groups, viz.: 

GrovuP 1. Small, single, anterior wall ulcers with- 
out narrowing of the gut. These may be locally 
excised without encroaching on the duodenal lumen 
or pylorus to any extent. Local excision without 
gastro-enterostomy is sufficient. 

Group 2. Chronic indurated ulcers without ob- 
structions, single or multiple. The majority of 
duodenal ulcers fall in this class. Gastro-enter- 
ostomy alone will cure a large percentage of these 
cases. More radical methods are generally unneces- 
sary and unwarranted. This group includes the 
chronic perforating type of ulcer without hemor- 
rhage but with extensive adhesions and sometimes 
with a considerable inflammatory mass. In many 
of these cases radical resection would be hazardous, 
especially if resorted to at the time of the primary 
operation. A two-stage procedure is best. 
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Fig. 1. An opening is made in the transverse mesocolon 
Insert A) and the stomach drawn through. Shallow 
curved Moynihan clamps are placed on the stomach and 
jejunum. A point on the stomach is selected near the 
greater curvature, directly in line with the cardiac orifice, 
and overlying the duodenal juncture, usually about 3% in. 
to the left of the pylorus. From this point the line of the 
clamp runs a little obliquely to the left, toward the lesser 
curvature (Insert B). The jejunum is grasped about 3 in. 
from its origin. The distal point on the jejunum must 
correspond to the point nearest the greater curvature of 
the stomach. The stomach and jejunum are joined by a 
continuous stitch of linen or gut for a distance of 2)4 in. 
Openings 134 in. long are then made in‘each viscus. 


Group 3. Cases with duodenal stricture or so- 
called pyloric stenosis. In this group gastro- 
enterostomy is the ideal operation. When, because 
of prolonged starvation and dehydration due to 
marked stricture, the patient is in poor condition at 
the time of operation, preliminary hypodermoclysis, 
blood transfusion, and operation under local 
anesthesia will aid in obtaining a successful out- 
come. 

Group 4. Cases in which severe haemorrhage 
has occurred. Gastro-enterostomy is not a guaran- 
tee against recurrence of hemorrhage which may 
prove fatal. If the patient’s condition permits, 
excision of the ulcer area is desirable in this group. 
If the danger of radical excision seems too great, 
gastro-enterostomy may be sufficient or may be 
done as a first step of a two-stage operation. The 
average duodenal ulcer heals within from two to 
four weeks after gastro-enterostomy has been per- 
formed, and in cases with hemorrhage gastro-en- 
terostomy may effect a cure without return of the 
bleeding. 


THE ABDOMEN 


Fig. 2. The cut edges of the posterior half of the opening 
are sutured with a simple continuous stitch of tanned gut. 
Care is taken that each stitch shall include all layers of the 
wall of both stomach and jejunum (insert); that spacing 
shall be accurate; and that the tension shall be just 
enough to secure firm contact without blanching of the 
tissues. The mucous membrane is purposely left redundant 
to insure accurate apposition and complete covering of cut 
edges. Absolute hemostasis is insured if this suture is 
properly made. 


Peck describes his technique for gastro-enteros- 
tomy which differs from the standard operation in 
a few details. An interesting point in his report is 
that in 196 cases there was no case of postoper- 
ative hemorrhage. Peck attributes this to the fact 
that he uses a simple continuous stitch for the 
posterior half of the inner tier of sutures, taking 
great care to see that every stitch includes all of 
the layers of the stomach and gut walls, that spacing 
is accurate, and that tension is maintained con- 
stantly and is just enough for firm contact without 
causing blanching of the tissues. The same whip-over 
stitch is continued back to complete the anterior 
tier. 

Peck believes that in the various types of run- 
ning mattress stitch, vessels may sometimes be 
jumped and left to bleed. In his technique no 
individual vessels are caught, and the mucous 
membrane of both stomach and bowel is purposely 
left redundant. So far as Peck knows, there have 
been only two proved cases of marginal ulcer in 
his series. He believes that painstaking apposition 
of redundant mucous membrane edges safeguards 
against these conditions appreciably. The mortality 
in his series was 8 per cent. In half of the fatal cases 
death was due to pneumonia. 





472 





Fig. 3. The stoma lies directly below the cardiac orifice 
and over the duodenojejunal juncture, a little to the left of 


the midline. It swings easily from side to side as the 
stomach fills and empties. 


Peck does not discuss the treatment of chronic 
gastric ulcer in’ detail, but points out that the 
normal peristalsis of the stomach is interfered with 
by the ulcer and, after excision, by the cicatrix. For 
this reason he believes that gastro-enterostomy 
added to excision gives better clinical results than 
excision alone. STANLEY J. SEEGER, M.D. 


Quain, E. P.: A Contribution to the Diagnasis and 
Treatment of Right Coloptosis and Its Com- 
plications. Am. J. Surg., 1924, xxxviii, 193. 

The symptoms of coloptosis are pain and distress 
in the right abdomen caused by the downward pull 
of the colon. Constipation is an even more frequent 
concomitant of coloptosis than pain, but the patient 
has usually acquired habits of tolerance or of 
management and complains of it less than of the 
pain. In cases of infection of the wall of the colon 
constitutional symptoms arise from the absorption 
of toxic products from the large bowel. 

When a patient is suffering from complete col- 
optosis he should be first placed under the care of 
an internist who is an expert in the treatment of 
viceroptosis. 

Practically all who suffer from viceroptosis are 
benefited by proper medical measures, but the 
possibilities of permanent cure by this means are 
extremely limited. 

In the surgical treatment of right coloptosis the 
colon is attached to the posterior abdominal wall 
in a position approximating the normal and in such 
a manner that all tension is taken away from its 
mesentery and adventitious membranes. 





INTERNATIONAL ABSTRACT OF SURGERY 


In mild forms of cecum mobile it is sufiicient to 
remove the appendix and attach the caput coli to 
the psoas muscle with one or two sutures through , 
2-in. incision in the peritoneum. 

In more advanced simple mobile cxcocolon the 


peritoneum should be incised parallel with the outer, 
margin of the colon to expose the psoas major, psoas | 


minor, and quadratus lumborum as far as necessary 
and the hypermobile cecum and ascending colon 
sutured to these muscles. 

In complete coloptosis a hepatic flexure must be 
constructed by making the colon fast in the kidney 
region, well up under the liver. ; 

Howarp A. McKnicut, M.D, 


Bargen, J. A.: Experimental Studies on the 
Etiology of Chronic Ulcerative Colitis: Pre. 
liminary Report. J. Am. M. Ass., 1924, Ixxiiii, 
332. 


The salient features of chronic ulcerative colitis 
are continuous or intermittent intractable bloody 
diarrhoea with secondary anemia and sometimes 
with fever, abdominal pain, and general debility. 
The mucous membrane of the colon is hyperemic, 
cedematous, and granular, and bleeds easily, or at 
first is covered with profuse exudate and later shows 
superficial and deep ulceration. The ulcers, which 
are for the most part confluent, shaggy, and with 
indefinite borders, have no special point of origin in 
the mucosa. The infection begins in the rectum 
and lower colon and progresses upward to the ce- 
cum, sometimes involving the lower ileum. It may 
remain localized in the rectosigmoid region for 
months or years. 

The condition has been ascribed to practically all 
of the micro-organisms in the colon. White, Bassler, 
Hurst, Mummery, Logan, and others have suggested 
streptococci, colon bacilli, dysentery bacilli, and 
metabolic deficiencies as causative agents. 

The author reports a study of twenty-two cases 
of chronic ulcerative colitis that were seen at the 
Mayo Clinic between December, 1923, and June, 
1924. These were sporadic infections of persons in 
civilian life, not the postwar type of chronic dysen- 
tery. Material from the lesions for culture was 
obtained through the proctoscope after the bowels 
had been thoroughly cleansed by purgatives and 
rectal irrigations. In stained smears of the material 
from the lesions Gram-positive diplococci and 
Gram-negative bacilli predominated. In_glucose- 
brain-broth cultures the Gram-positive diplococcus 
predominated in most instances. 

In two or more rabbits which were injected 
intravenously with the material from each patient, 
lesions like those in the patients were produced. 
These ranged from disseminated petechial hemor- 
rhages to massive submucous hemorrhages oF 
superficial ulcers of the mucosa in the lower colon 
from the rectum upward. Often only the lower 
half of the colon was involved and the most extensive 
lesions were just inside the anal mucocutaneous 
juncture. The lesions in the rabbits resembled 
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jose in the patients in their primary localization, 
sogression, and extent. In sections through the 
jsions Of the rabbits large numbers of Gram- 
ysitive diplococci were found. 

‘In addition to the usual methods of treatment, 
aduding the administration of iodine by mouth, ka- 
lin, bismuth, and olive-oil injections, and topical 
plications, mixed vaccines prepared from lesions 
clinical cases have been administered to several 
satients with the disease. In some cases favorable 
sults have been obtained. 

The work in progress promises to aid in clearing 
ip the etiology of chronic ulcerative colitis of the 
y-called idiopathic type. 


(ohn, B. B., and Rosenberg, H.: The Medical 
Treatment of Chronic Ulcerative Colitis (Non- 
Specific). J. Am. M. Ass., 1924, lxxxiii, 326. 


Rest in bed is essential to the treatment of all of 
the acute forms of non-specific ulcerative colitis. 
Heat applied by abdominal stupes, electric pads, and 
baking with electric light apparatus gives local 
lief and in some cases seems to exert a favorable 
influence on the course of the disease. A general 
diet containing all food elements and the vitamine- 
wntaining substances is essential. The adminis- 
tation of bismuth subcarbonate in large doses 
a teaspoonful every two hours), kaolin, bolus alba, 
ot Fuller’s earth often causes an amelioration 
of the diarrhoea with relief from the constant urge 
to empty the bowels. To quiet intestinal hyper- 
peristalsis, opium is the drug of choice and, when 
used in small doses (tincture of deodorized opium, 
;minums—o.2 c.cm.—every two or three hours), it 
diminishes without entirely halting the intestinal 
motility and thus prevents the undesirable by-effect 
of gas pains. 

The local treatment consists of neutral acriflavine 
eemata. The best results are obtained by begin- 
ning with an enema of 750 c.cm. of a 1: 4,000 aque- 
ous or saline solution given twice a day and retained 
each time for from ten to twenty minutes. The 
patient should lie in the left lateral position during 
the injection. An ordinary rectal tube inserted 3 or 
sin. is all that is necessary to assure full contact of 
the solution with the colon. No other cleansing 
enema is required during the course of the treat- 
ment. 








As the symptoms of urgency and diarrhoea abate 
this usually occurs within the first or second week), 
the enemas may be reduced to one daily and the 
strength of the solution increased first to 1:3,500 
and in a few days to 1:3,000. There is no advantage 
inincreasing the concentration to any greater degree. 
The appearance of an excess of mucus in the colonic 
return calls for a diminution in the strength and 
frequency of the treatments. 

The treatment should be continued until the 
temperature is normal and the diarrhoea has ceased. 
A neutral acriflavine solution may then be adminis- 
tered on alternate days and a weak solution (0.5 per 
cent) of sodium bicarbonate used on the inter- 
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vening days. The weak alkali tends to increase the 
antiseptic action of the dyestuff. The treatment 
should be continued until proctoscopic and sig- 
moidoscopic examinations clearly demonstrate the 
disappearance of all ulcerative lesions. 

The accompanying table gives the results in the 
authors’ cases in the years 1921 and 1922, when no 
definite aim or method governed the form of treat- 
ment and in the year 1923, when all of the patients 
received the neutral acriflavine treatment. 


: Died Not benefited Benefited Cured 
No. of Per Per Per Per 
patients No. cent No. cent No. cent No. cent 
1921-1922. I5 I 6.6 4 26.6 Io 666.6 ° 
1923 oo ° ee 3 28.5 5 357 6 42.8 


Cart D. NemuHo tp, M.D. 


Strauss, A. A., Friedman, J., and Bloch, L.: Colec- 
tomy for Ulcerative Colitis. Surg. Clin. N. Am., 
1924, iv, 667. 


The authors report three cases of ulcerative colitis 
treated by ileostomy and colectomy. They believe 
that ileostomy is the ideal first step in the treatment 
of ulcerative colitis after medical methods have 
been tried. If ileostomy is performed too late there 
may be improvement and a gain in weight as a result 
of the operation, but the patient is apt to continue 
to pass blood and pus in the stools and to suffer from 
chronic toxic absorption from thé large infected 
area of bowel. If ileostomy alone cannot keep the 
infected field clean, a combination of ileostomy and 
caecostomy may be effectual. The authors plan to 
give the latter method a trial. 

Because of their recent experience with colectomy 
they believe that it is the only rational procedure to 
rid the patient of a tremendous focus of infection. 
It can be no more logical to leave from 3% to 4 ft. 
of infected, infiltrated bowel containing pockets of 
pus than it would be to leave an abscessed tooth or 
an infected gall bladder. They are not at all con- 
vinced that it would not be better to perform the 
colectomy before the patient has had several years 
of absorption and damage to his vital organs from 
the infected bowel. In four or five months an anas- 
tomosis may be effected between the ileum and the 
remaining portion of the rectum. 

STANLEY J. SEEGER, M.D. 


Fansler, W. A.: The Classification and Treatment 
of Hemorrhoids. Minnesota Med., 1924, vii, 556. 


The sensory nerve supply of the anal region lies 
almost entirely within the anal canal. 

About one-half of the cases of hemorrhoids do 
not show either of the distinctly internal or exter- 
nal types, but present a variation or complication of 
one or the other. 

For the external variety of hemorrhoids the 
author prefers the method of dissection or excision 
and maceration of the varicosity with the scissors. 
Ligatures should be used only rarely as they cause 
pain and there are no vessels in the anal canal that 
require ligation. 
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In the treatment of internal hemorrhoids Fansler 
injects the hemorrhoid with a 5 per cent solution 
of quinine urea hydrochloride. Because of the as- 
sociated pain and the danger of stricture formation 
he does not favor the use of the clamp and cautery. 
While the use of the cautery prevents prolapse 
of the lining of the rectum after the operation, 
varicosities will often be found to lie within because 
they cannot protrude. 

Fansler gives a description of the technique of 
dissection and ligation which he has employed 
in certain selected cases. 

WitttaM J. Pickett, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Ottenberg, R., Rosenfeld, S., and Goldsmith, L.: 
The Clinical Value of the Serum Tetra- 
chlorphenolphthalein Test for Liver Function. 
Arch. Int. Med., 1924, xxxiv, 206. 


In 103 cases, Rosenthal’s method has proved a 
valuable index of liver function but its use has 
sharp limitations; it is valueless in cases of obstruc- 
tive jaundice. 

After relief of transient obstruction the ability to 
excrete the dye returns promptly, but after obstruc- 
tion lasting longer than a week, return of function 
may be delayed for days or weeks. 

Slow recovery results also after lobar pneumonia. 

The test was found useful in detecting liver dis- 
ease in sixteen cases, most of which were cases of 
cirrhosis, metastatic carcinoma, and cardiac decom- 
pensation. Its greatest value will probably be 
demonstrated in the early diagnosis of liver metas- 
tases and cirrhosis of the liver. In eighteen cases in 
which findings other than jaundice suggested liver 
disease, the test proved an aid in excluding such a 
condition. 

There were no false positive results. Two cases 
of duodenal ulcer showed slight retention. This, 
together with the fact that in one case of cirrhosis 
autopsy revealed a healed duodenal ulcer, suggests 
chronic local infections as a possible cause of cir- 
rhosis. 

In five cases of proved liver lesions the test failed. 
Three were cases of hepatic syphilis in adults. One 
was a case of very small cancerous metastasis, and 
one a case of extensive liver metastases. In the 
last-mentioned case, repeated tests gave negative 
results. 

A positive test always means serious disability, 
and in the absence of bile-duct obstruction, a serious 
lesion of the liver. A negative test, however, does not 
always exclude the presence of serious liver lesions. 
The authors regard 5 per cent of the dye in one hour 
serum as suspicious, and over 8 per cent as con- 
clusive of impairment of liver function. 

The simplicity of the test and the fact that 
absorption from the intestines and excretion by the 
kidneys are not complicating factors recommend it 
for clinical use. Cyrit J. Grasper, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Case, J. T., and Warthin, A. S.: The Occurrence of 
Hepatic Lesions in Patients Treated by In. 
tensive Deep Roentgen Irradiation. 4m, |. 
Roentgenol., 1924, xii, 27. 

In three cases of abdominal malignancy treated 
by Case at the Battle Creek Sanitarium with massive 
deep roentgen-ray irradiation, autopsy revealed re- 
markable lesions in the liver of a type and distriby- 
tion which made it practically certain that they were 
the direct result of the irradiation. The treatments. 
varying in number and distribution over a period of 
time, were given in fifty to 100-minute exposures, at 
50 to 70 cm., through rt mm. copper plus 5 mm. sole 
leather and 1 mm. aluminum filter with an effective 
voltage of 200,000. 

From their study of these three cases the authors 
conclude that deep roentgen irradiation of the ab- 
domen of a degree producing well-marked roentgen 
sickness produces lesions not only in the gastro-in- 
testinal mucosa but also in the epithelium ot the 
biliary tract, particularly in the medium-sized and 
smaller bile ducts. This injury is evidenced by 
vacuolation, swelling, and necrosis of the epithelial 
cells of these ducts and by a slow and atypical re- 
generation attended by the formation of syncytial 
giant cells, blocking of the ducts, and resulting bile 
stasis and bile hemorrhage. In addition, there is 
some injury to the liver cells at the periphery of the 
lobules but the microscopic evidences of this are 
much less distinct than those of the damage to the 
bile ducts. The liver cells appear to be more re- 
sistant to the irradiation than the bile-duct epitheli- 
um. The hepatic as well as the gastro-intestinal in- 
jury must be considered a possible factor in the pro- 
duction of roentgen sickness. 

Cart D. NeIpHoLp, M.D. 


Walters, W., and Bowler, J. P.: The Pre-Operative 
Preparation of Patients with Obstructive 
Jaundice: An Experimental Study of the 
Toxicity of Intravenous Calcium Chloride Used 
in the Preparation of Patients. Surg., Gynec. & 
Obst., 1924, XXXix, 200. 

During the last three years the intravenous ad- 
ministration of calcium chloride has become es- 
tablished in the Mayo Clinic as a routine proce- 
dure in the pre-operative preparation of patients 
with obstructive jaundice. That it is a factor in the 
reduction of the surgical mortality in this group of 
cases is shown by the operative mortality for 1922. 

The possible occurrence of toxic nephritis in the 
course of obstructive jaundice is generally accepted. 
The incidence of renal and hepatic insufficiency in 
these cases at the Mayo Clinic has been reported. 
The two may be easily differentiated, the renal 
insufficiency being associated with cessation of the 
drainage of bile and evidence in the urine of a 
progressing nephritis and a steady rise in the 
blood-urea level. This renal complication has oc- 
curred in postoperative convalescence in cases with, 
and without, a pre-operative course of intravenous 
calcium chloride. Renal insufficiency following the 
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intravenous administration of calcium chloride 
nve rise to the question as to its toxicity. In this 
udy the attempt was made to include or exclude 
intravenous calcium chloride as a factor in the 
soduction of such nephritis. 

‘In the routine pre-operative preparation of pa- 
ents with obstructive jaundice, a 1o per cent 
squeous solution of calcium chloride is given intra- 
yenously daily for three successive days at the rate 
of s c.cm. for each 60 kgm. of body weight to 
patients within the normal range of adult body 
weight. Such a series of injections has been called 
“therapeutic course.”’ Reducing this dosage to 1 
wit for each kilogram of body weight, 8 mgm. of 
calcium chloride for each kilogram were administered 
to the dogs used in the study. All necessary surgical 
procedures on the animals were carried out under 
ether anesthesia and with the employment of sterile 
technique. The various determinations made in the 
investigation were: (1) the rate of excretion of 
calcium chloride from the blood stream after its 
intravenous injection in various amounts, (2) the 
lethal dose of calcium chloride injected intraven- 
ously into normal and jaundiced dogs, (3) the effect 
on the kidneys of normal and jaundiced dogs of the 
injection of calcium chloride, and (4) the effect on 
the hearts of normal and jaundiced dogs of intra- 
venous injections of calcium chloride. 

The following conclusions are drawn: 

1. Following its intravenous injection in a 10 
per cent aqueous solution, calcium chloride is rapid- 
ly eliminated from the blood stream and shows no 
tendency to accumulate in the blood. Following the 
therapeutic doses used in the experiments reported 
the blood calcium content returned to its normal 
level within two hours. 

2. The lethal dose of calcium chloride admin- 
istered intravenously in 10 per cent aqueous solution 
ata uniform rate of I c.cm. a minute was 256.4 mgm. 
for each kilogram of body weight in normal dogs, 
and 386.6 mgm. for each kilogram of body weight 
in jaundiced dogs. 

3. Following continued injections of calcium 
chloride, including therapeutic doses, given to 
normal and jaundiced dogs, no evidence of a toxic 
eflect on the kidney could be demonstrated, clini- 
cally or microscopically. 

4. The cardiac effect of the therapeutic doses of 
calcium chloride used in the study reported was the 
production of various alterations in the pulse rate. 
Toxic doses caused disturbances of conduction and 
ectopic origins of impulse, and when carried to the 
point of greater toxicity, produced ventricular fibril- 
lation which was followed by death. 


Judd, E. S., and Burden, V. G.: Postoperative 
Stricture of the Common Bile Duct. Ann. 
Surg., 1924, Ixxx, 210. 


Postoperative stricture of the common duct is 


usually the result of operative trauma. It may 
follow also localized infection or necrosis of the wall 
of the duct. The symptoms may be those of perma- 
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nent or intermittent biliary obstruction, and often 
suggest stone in the common duct. 

The patient is very ill and a grave surgical risk 
because of jaundice, cholangeitis, and impairment 
of the function of the liver. The site of the stricture 
is usually at the juncture of the cystic and common 
ducts. 

Operation should provide biliary drainage and 
restore the normal course of the bile. 

The results of operation are fairly satisfactory, 
considering the hazard and technical difficulty and 
the otherwise almost hopeless nature of the con- 
dition. 


Griffiths, H. E.: Further Relationships of Dis- 
eases of the Gall Bladder to the Secretory 
Functions of the Stomach and Pancreas. 
Lancet, 1924, ccvii, 203. 

The author reviews briefly the intricate lymphatic 
and nervous connections between the gall bladder, 
stomach, duodenum, and pancreas. The lymphatic 
vessels of the gall bladder extend downward along 
the common bile duct and before terminating in 
the retropancreatic lymph glands anastomose with 
those of the first portion of the duodenum and the 
head of the pancreas. Hence a route of infection 
is readily demonstrated between the gall bladder, 
duodenum, and pancreas. 

The vagus is the motor nerve as well as the 
secretory nerve to the gall bladder and bile passages. 
The pancreas derives its nerve supply from both 
the sympathetic and vagus. Clinically the close 
association of the gall bladder, pancreas, pylorus, and 
duodenum is best shown by pylorospasm. 

In investigating the secretions of the stomach and 
pancreas Griffiths made analyses of one-hour test 
meals, using as the standard meal 1 pt. of weak tea 
without sugar or water and 2 oz. of toast. The 
stomach residuum was aspirated through the stomach 
tube one hour later and tested for free and total 
acidity, mineral chlorides, and digestive activity. 

With the use of the test meal, hyperchlorhydria 
associated with regurgitation was found in 90 per 
cent of the cases of cholecystitis with or without 
the presense of gall stones. A review of the literature 
shows absolutely contradictory results. Irritation 
of the mucosa of the gall bladder causes a reflex irrita- 
bility of the vagus which produces an increase in 
the amount and acidity of the gastric juice, relaxa- 
tion of the pylorus, and duodenal regurgitation. 

The clinical features of catarrhal pancreatitis are 
periodic attacks of nausea and vomiting associated 
with diarrhoea and bulky stools laden with undi- 
gested fat. 

At operation the head of the pancreas is 
found swollen and red and the condition appears 
plainly to be an inflammatory process. In the 
greater percentage of cases the infection is primary 
in the gall bladder and is carried to the pancreas 
through the lymphatics. Acute pancreatitis is gen- 
erally a sequel of pancreatic lymphangeitis. 

Joun W. Nuzvum, M.D. 
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Blackford, J. M., and Dwyer, M. F.: Gastric 
Symptoms, with Particular Reference to Gall- 
Bladder Disease. J. Am. M. Ass., 1924, Ixxxiii, 
412. 


The authors review the findings in 1,650 cases 
with gastric symptoms. 

Appendicitis may be followed by, or coincident 
with, peptic ulcer or cholecystitis, but its relief will 
not cure a lesion in the upper abdomen even though 
the latter was caused by it. In many cases of this 
type poor surgical results are being avoided by 
better clinical diagnosis and the use of a larger 
abdominal incision. 

Eleven per cent of the patients with dyspepsia 
were found to be suffering with peptic ulcer and 3 
per cent from gastric carcinoma. The ratio of 
gastric to duodenal ulcer was 1:6. 

The approximate relative frequency of abdominal 
organic disease causing dyspepsia in the series of 
cases reviewed was: gastric ulcer, one; gastric car- 
cinoma, two; reflex appendicitis, four; duodenal 
ulcer, six; and gall-bladder disease, twelve. 

Dyspepsia in adults was attributed to gall-gladder 
disease in nearly 20 per cent of the cases. 

In most cases of gall-bladder dyspepsia the diag- 
nosis must still be made by the older clinical 
methods. 

Dyspepsia is caused by general systemic diseases 
in approximately 20 per cent of cases. 

In approximately 4 per cent of the cases the 
authors were unwilling to hazard a diagnosis of the 
cause of the dyspepsia. | Oscar E. Napeau, M.D. 


Kapsinow, R., Engle, L. P., and Harvey, S. C.: 
Intra-Abdominal Biliary Exclusion from the 
Intestines: Cholecyst-Nephrostomy, a New 
Method. Surg., Gynec. & Obst., 1924, xxxix, 62. 

Many different methods have been devised for 
excluding bile from the intestinal tract. The physi- 
ology of bile, its metabolic function, and whether or 
not it is essential to life are problems of great im- 
portance. Most of the operative methods of bile 
exclusion have been attended with the danger of 
infection of the biliary passages. 

The authors describe a new method of intra- 
abdominal biliary exclusion whereby the bile may 
be diverted from the intestinal tract for long periods 
of time without incurring any of the difficulties of 
previous methods. This new operation consists 
essentially in the anastomosis of the gall bladder 
to the pelvis of the right kidney and the ligation 
and division of the common duct. It may be per- 
formed in one or two stages. Through a high right 
rectus incision the gall bladder is exposed and freed 
from the liver bed to within 1 cm. of the juncture of 
the cystic and hepatic ducts. The right kidney is 
then freed from its bed and a longitudinal incision 
is made through its cortex down to the pelvis. An 
_ opening from 1 to 2 cm. in diameter is next made 
through the most dependent portion of the gall 
bladder and the circumference of the new stoma is 
sutured into the kidney pelvis by a series of mattress 





sutures through the entire thickness of the kidney. 
The second stage of the operation consists in isolat. 
ing and ligating the common duct. 

Bile immediately appears in the urine while the 
animals retain their pre-operative weight and gen. 
eral good health. The stools are clay colored, being 
free from bile pigment. The cholecystonephrostomy 
is soon covered by a thin capsule-like layer of adhe- 
sions. The right kidney atrophies, only a shell of 
renal tissue remaining, and the left kidney undergoes 
compensatory hypertrophy. Microscopic study oj 
the urinary bladder, kidney, and liver have revealed 
no evidences of infection. 

This new method does not permit determinations 
of the total biliary output, but it allows pigment 
studies and insures a biliary fistula free from 
infection and with none of the difficulties of dress- 
ings or collecting apparatus. 

Joun W. Nuzvum, M.D. 


Eggers, C.: Acute Pancreatitis. 
xxx, 193. 


Ann. Surg., 1924, 


The two theories regarding the cause of acute 
pancreatitis are: (1) That it is due to the entrance 
of bile or duodenal contents into the pancreatic 
duct, and (2) that it is an infection carried to the 
pancreas by means of the lymphatics. Both of these 
presuppose a bacterial invasion. In the author’s 
opinion this is incorrect. Eggers presents the 
histories of six rather carefully observed cases 
which seem to support his belief that acute pan- 
creatitis is the result of the action of liberated pan- 
creatic ferments on the surrounding tissue and that 
infection has nothing or little to do with it. 

All of the patients were stricken suddenly when 
they were apparently in excellent health and the 
symptoms were at once referred to the upper 
abdomen. There was no early elevation of the pulse 
rate or temperature and no acute inflammatory 
signs were observed in any organ at the time of 
operation. Cultures taken from the peritoneum and 
retroperitoneal tissues were sterile. 

Eggers believes that the gall bladder and bile are 
probably connected in some way with the develop- 
ment of acute pancreatitis. Whether the bile enters 
the pancreatic duct or whether the duct becomes 
temporarily obstructed, causing increased pres- 
sure and subsequent rupture, is impossible to state. 
It is also impossible to state whether normal bile 
is able to produce acute pancreatitis. Alcoholism, 
obesity, pregnancy, etc. are merely contributing 
factors in that they bring about conditions favoring 
chemical alteration of the bile or for spasm of the 
sphincter and congestion of the liver. 

The most important and persistent symptom }s 
severe colicky pain in the epigastrium. Vomiting !s 
usually persistent and symptoms of collapse are 
frequently noted. The lack of physical signs. as 
compared with the severity of the symptoms 1s 
characteristic. While there is exquisite tenderness 
over the upper abdomen, there is little or no mus- 
cular rigidity. 
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SURGERY OF THE ABDOMEN 


Acute pancreatitis is most commonly mistaken 
jor cholecystitis, peritonitis from perforation of a 
yiscus, and acute ileus. The difference in the 
intensity of the symptoms and the slight distention 
of the abdomen with only slight or no rigidity, and 
the absence of obstipation should suggest acute 
pancreatitis, especially in the case of an obese 
patient who was healthy previously and was seized 
with the attack after a heavy meal. 

The treatment is surgical, whatever the stage of 
the condition. Relief of the tension in the pancreas 
during the early stage of the disease and drainage 
of the peritoneal exudate which is extremely toxic 
and responsible for the general symptoms is accom- 
plished by surgical measures. The best approach is 
through a median or right rectus incision. Large 
sponges are used to absorb the exudate and gauze 
tampons are inserted directly into the pancreas and 
the retroperitoneal space for drainage. If the gall 
bladder is diseased and if the patient’s general con- 
dition will allow the operation, a cholecystectomy 
may be done, as associated gall-bladder pathology 
may be the cause of subsequent attacks. 

The prognosis depends upon the time at which 
operation is performed. It is best if only a portion 
of the gland is involved and especially if the tail 
instead of the head is affected. Recovery from the 
acute attack may take place without operation. 
Death is usually due to poisoning by decomposition 
products of the pancreas or a toxemia produced by 
fat necrosis. Cyrit J. Graspet, M.D. 


Peck, C. H.: Tuberculous Cyst of the Spleen; 
Splenectomy: Recovery. Surg., Gynec. & Obst., 
1924, XXxix, 162. 

Primary tuberculosis of the spleen, a rare but 
distinct entity, is curable by operation in favorable 
cases. Without splenectomy a fatal termination is 
inevitable. 

Splenectomy is indicated in certain cases of 
secondary tuberculosis of the spleen when the 
splenic lesion is predominant and the supposed 
primary lesion is a healed tuberculosis or may be 
cured. 

Polycythemia occurs in a certain percentage of 
cases and probably adds to the gravity of the prog- 
nosis, but does not contra-indicate operation when 
the splenic tuberculosis is the dominant factor. 
The prospect of a complete cure and restoration to 
health of patients surviving splenectomy is demon- 
strated by several case reports. 

Peck reports a careful study of a new case. 

SAMUEL Kaun, M.D. 


Larrabee, R. C.: Splenectomy, Its End-Results 
and Clinical Indications. Am. J. M. Sc., 1924, 
clxviii, 47. 


Splenectomy is indicated in most cases of clinical 
splenic anemia but as many persons with this condi- 
tion who are not operated upon live in comfort for 
years it is reasonably safe to postpone operation 
until the anemia becomes incapacitating. Even 
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after ascites and gastric hemorrhages have begun, 
operation will often result in a clinical cure. In 
hemolytic jaundice operation is generally indicated 
in the acquired and sometimes in the congenital 
cases and gives complete relief. 

In alcoholic and other cirrhoses of the liver, 
surgery is indicated only in selected cases—chiefly 
those in advanced stages with ascites. As the 
effects of splenectomy are probably for the most 
part purely mechanical, the best results will be 
obtained when the spleen is unusually large and the 
relief to the portal circulation is correspondingly 
great. If such cases show anemia and leucopenia, 
they are clinically indistinguishable from, if not 
pathologically identical with, cases of Banti’s dis- 
ease, and splenectomy is indicated very definitely. 

In Gaucher’s disease, splenectomy is generally 
advisable, and in von Jaksch’s disease it is sometimes 
necessary. The enlarged spleen sometimes seen in 
syphilis, malaria, and other chronic infections is not 
always innocuous and in certain reported cases its 
removal has been followed by marked improve- 
ment. 

It is generally recognized that splenectomy is 
contra-indicated in leukemia. Few patients have 
survived the operation, and even when skilled 
surgery has given a successful operative result, 
there has been little or no improvement in the 
patient’s condition. 

Primary polycythemia is another condition fre- 
quently associated with splenomegaly in which 
splenectomy is contra-indicated on both theoretical 
and clinical grounds. With regard to the advisability 
of this operation in pernicious anemia opinions 
differ. It may be safely said, however, that while 
splenectomy has a place in the treatment of this 
disease, its value is limited and the results it gives 
are not at all comparable with those obtained in 
such diseases as splenic anemia and hemolytic 
jaundice. 

A delay of several months is generally advisable. 
Otherwise, one may find out too late that he has 
mistaken leukemia in an aleukemic stage for 
Banti’s disease or polycythemia for hemolytic 
jaundice. Morris H. Kaun, M.D. 


Pool, E. H.: Splenectomy for Splenic Anemia; 
Continued Hzmatemesis Due to Thrombosis 
of the Splenic Vein. Amn. Surg., 1924, xxx, 155. 


Pool reports the case of a man 24 years of age 
who vomited blood when he was 12 and 19 years old 
and developed a mass in the left upper quadrant of 
the abdomen with increasing anemia. Transfusion 
was followed by splenectomy in the patient’s 
nineteenth year. Five years later there was epigas- 
tric distress with nausea, hematemesis, and second- 
ary anemia. Transfusion, performed twice, was 
followed by fever, further hematemesis, and epigas- 
tric pain. At exploratory laparotomy the duodenum 
was found to be of a peculiar white color. A section 
removed for microscopic examination showed bands 
of mature fibrous connective tissue and several 
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large blood vessels partially obliterated by what 
was apparently an organized canalized thrombus. 
Morris H. Kaun, M.D. 


MISCELLANEOUS 


Carman, R. D., and Fineman, S.: The Roent- 
genological Diagnosis of Diaphragmatic Hernia, 
with a Report of Seventeen Cases. Radiology, 
1924, iii, 26. 

The authors report seventeen cases of diaphrag- 
matic hernia studied roentgenologically at the 
Mayo Clinic. The incidence of diaphragmatic 
hernia has been one in about 23,000 patients exam- 
ined. Asa rule the roentgenological demonstration 
of a diaphragmatic hernia offers no difficulties. 
Occasional failures to demonstrate the condition at 
the first roentgenological examination may be ex- 
plained on the basis of five factors: (1) its develop- 
ment as a late sequel to paradiaphragmatic purulent 
processes, (2) its development from trauma or 
lacerations of the diaphragm months after the 
injury, (3) the occurrence of spontaneous temporary 
reductions, (4) the roentgenological demonstration 
of only one of a double hernia, and (5) failure of the 
opaque medium to pass through the diaphragmatic 
opening because of strangulation or because of the 
patient’s position during the examination. 

Solid viscera alone may form the hernial contents. 
In such cases the oral or rectal administration of a 
barium suspension cannot reveal the presence of a 
diaphragmatic hernia. Hernia of the kidney may 


sometimes be demonstrated with the aid of pye- 
lography. ; 

While the roentgenological diagnosis of diaphrag. 
matic hernia is usually simple and conclusive, jt 
is not infallible. After the administration of ap 
opaque medium, diaphragmatic hernia must be 
distinguished from mechanical elevation and trye 
eventration of the diaphragm, hour-glass stomach, 
and oesophageal diverticula. The length of the 
cesophagus should be determined roentgenologically, 
In one of the cases reported the cesophagus was 
probably of the so-called congenital short type. 
In such cases reduction cannot be effected surgically, 

Roentgenological studies of the thorax are com- 
monly made in cases of diaphragmatic hernia 
because the symptoms are often referable to the 
chest. Roentgenograms of the chest may exhibit 
fair evidence of the presence of abdominal viscera 
within the chest but in some instances such evi- 
dence is extremely slight and consequently the her- 
nia may be mistaken for one of a number of condi- 
tions commonly seen in the chest. A series of 
roentgenograms showing such similarity is pre- 
sented. Pneumoperitoneum may be of aid in the 
diagnosis and differentiation of diaphragmatic hernia. 

In all cases an endeavor should be made to ascer- 
tain the exact site of the hernial opening. The 
determination of this point is of importance to the 
surgeon in his choice of operative approach. Co-op- 
eration between the clinician and roentgenologist 
is necessary for the best results in the diagnosis of 
diaphramatic hernia. 
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GYNECOLOGY 


UTERUS 


Jimmermann, R.: The Relative Value of Opera- 
tions for Correcting the Position of the Uterus 
(Beitrag zur Bewertung der Operationen zur Lage- 
korrektur des Uterus). Ziéschr.f.Geburtsh. u.Gynaek., 
1923, Ixxxvi, 536. 


Zimmermann compares the Alexander-Adams, 
(lshausen, Leopold-Czerny, and Baldy operations 
jor the correction of retrodeviation of the uterus on 
the basis of the results in 386 cases operated upon 
n the course of three years. Of 278 cases in which 


the displaced uterus was adherent, 216 were oper- 
aed upon and of 582 in which it was mobile 175 
(The figures in this article do 


were operated upon. 
not agree.) 

With regard to the technique the author states 
that for disinfection of the field of operation 5 per 
cent tannin alcohol was used instead of tincture of 
iodine as it appears to have a more favorable in- 
uence on wound healing. 

The conditions essential for the Alexander-Adams 
operation are free mobility of the uterus, absence of 
adhesions, descensus, and normal adnexa. Zimmer- 
mann does not favor a unilateral operation. In 118 
cases the period of healing ranged from eighteen to 
iwenty-one days. The course seemed to be some- 
what better when the operation was performed un- 
der general anesthesia than when it was done under 
local anaesthesia (wound infection in six cases and 
postoperative haematoma in one case of the sixty- 
tight cases operated upon under general anesthesia; 
wound infection in six and postoperative hematoma 
in three cases of the fifty cases operated upon under 
local anaesthesia). 

With regard to the vaginal operations carried out 
at the same time the author calls attention to the 
irequency of portio amputations—thirty-four in the 
118 cases. The primary orthopedic result was good 
inall except three, and the end-result was good even 
inthe three exceptions. The functional results were 
satisfactory except in three cases and the late re- 
sults were good insofar as they could be determined, 
which unfortunately was possible in only a relatively 
small number of the cases. 

For complete mobile retroflexion causing symp- 
toms the Alexander-Adams operation is the pro- 
cedure of choice. 

Vaginal operations which include opening of the 
abdomen are mentioned only briefly. A prerequisite 
lor these is the removal of any inflammatory proc- 
esses of the adnexa. A leucocyte count should be 
made to make sure that there is no latent inflamma- 
lion. 

Abdominal fixation by Olhausen’s method was 
done 132 times—twenty-four times for mobile retro- 


flexion, twice for relapse following a Baldy operation, 
sixteen times when there was complicating adnexal 
disease, and six times in apparent fixation caused by 
suction of the corpus of the retroflexed uterus on the 
smooth peritoneum of the pouch of Douglas. The 
other complications of adherent retroflexion were 
adnexal disease in sixty-seven cases, chronic pelvic 
peritonitis in thirty-four cases, chronic appendicitis 
in twenty-four cases, and myoma in one case. A 
median longitudinal incision was made with splitting 
of the posterior rectus sheath and transverse pene- 
tration of the uterine attachment of the round liga- 
ments according to Henkel’s method, usually under 
general narcosis. The length of time the patient 
was confined in the hospital was about three weeks. 
At the end of this time the orthopedic results were 
good except in two cases and in these exceptions the 
symptoms were relieved. 

In seventy-two women examined from two months 
to two years after the operation the position of the 
uterus was correct in 97 per cent. There was one 
relapse, due to separation of the uterus, and one 
retroflexion of an anteverted uterus. In 9 per cent 
the functional result was unsatisfactory, but these 
were all cases with severe adnexal complications at 
the time of operation. The trouble may have been 
only a stump exudate, in which case improvement 
may still be looked for. Dysmenorrhoea and, in 
asthenic women, constipation, remained uninflu- 
enced. There was no death and no case of ileus 
caused by adhesions. 

The Leopold-Czerny operation should be em- 
ployed only when sterility is positively assured. In 
this procedure the uterus is fixed by the broad sur- 
face of the fundus instead of by the uterine end of 
the tubes as in Olshausen’s method. In sixty-five 
cases—eight with mobile retroflexion—the operation 
was performed primarily for the displacement only 
once. In forty-nine cases the indications were pyo- 
salpingitis and other inflammations of the adnexa. 
There were no deaths, but twenty-six women had a 
stump exudate on their discharge from the hospital. 

Examination from one to three years after the 
operation showed that among thirty-nine patients 
there was only one relapse. In twenty-four (62.5 per 
cent) there was a complete cure and in thirteen im- 
provement. In two cases the symptoms persisted 
as the result of the previous severe disease of the 
adnexa. 

Baldy’s operation, which agrees in its essentials 
with a procedure described independently by Franke, 
was performed on twenty-two women. The round 
ligaments were drawn through the broad ligament 
and sutured to the posterior surface of the uterus and 
at the same time the two loops were sutured to- 
gether. Disease of the adnexa or a tumor was pres- 
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ent in twenty of the twenty-two cases of mobile 
retroflexion and in twenty-three of the cases of ad- 
herent retroflexion. In most of the cases the opera- 
tion was associated with a complicated procedure 
on the adnexa, and in twenty-five cases with appen- 
dectomy. Many of the patients had a stump exu- 
date when they were discharged from the hospital 
and in some instances this was due to a hematoma 
in the perforated broad ligament. 

The immediate orthopedic result was good; there 
was only one relapse but in the examination of thirty- 
six women from one to three years later not fewer 
than ten (28 per cent) were found to have a relapse. 
The latter were subjected to a second operation, per- 
formed by the Olshausen technique. Zimmermann 
seeks the cause of the frequent.relapse in the ex- 
tensibility of the round ligaments from which the 
uterus is suspended and thus exposed to pressure 
from in front and behind. 

In addition to these cases Zimmermann has op- 
erated for retroflexion by intraperitoneal reefing of 
the ligament in six cases of mobile displacement and 
six cases of adherent displacement. In five of the 
women who returned later for examination a satis- 
factory functional and orthopedic result was found. 

FL escu (G). 


Hirst, B. C.: Surgical Treatment of Complete 
Uterine Prolapse. Allantic M.J., 1924, xxvii, 691. 


Prolapse of the uterus is dependent upon an in- 
jury to, or overstretching of, the cardinal ligaments 
in the bases of the broad ligaments and a similar 
traumatism to the uterosacral ligaments. 

In every operation for prolapse of the uterus 
there are three factors to be taken into account: 
correction of the defect in the two sets of ligaments 
which support the uterus in its proper position, and 
incidently, as there is so often an associated recto- 
cele and cystocele, the proper operative procedures 
for these defects performed separately. The author 
describes the technique of shortening the cardinal 
and uterosacral ligaments. 

In discussing the repair of the posterior vaginal 
wall and pelvic floor Hirst emphasizes the fact that 
the tear in the rectovaginal fascia is at right angles 
to the tear through the triangular ligament. This 
must be borne in mind when the stitches are inserted. 

The huge dilatation of the rectum accompanying 
rectocele must be corrected by proper restoration 
of the rectovaginal fascia and the triangular liga- 
ment and by keeping the rectum in its proper posi- 
tion and preventing its undue distention. Such 
measures will restore the contractile power and 
diminish the abnormal capacity of the bowel. 
Electrical stimulation should be continued for some 
time after the operation. RoLanp S. Cron, M.D. 


Johnstone, R. W.: Adenomyoma of the Uterus 
with Tuberculous Infection. J. Obst. & Gynec. 
Brit. Emp., 1924, xxxi, 243. 


The author describes the specimen in the case 
reported as a uterus presenting simultaneously: (1) 
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two diffuse adenomyomatous tumors in its pos. 
terior wall, which were clearly of endometria| 
origin, and (2) disseminated tuberculous infection 
of the endometrium, the muscular wall, the tumors. 
the left tube, and possibly also the right tube. 

As there was no trace of peritoneal tuberculosis 
in the specimen, as no sign of peritoneal involvement 
was noted at the time of operation, and as the tuber. 
culous infection was much more marked in the 
uterus than in the tubes, the infection was probably 
blood-borne and secondary to an old tuberculous 
focus in the lungs. The author assumes also that 
the entrance of the tuberculosis into the tumor was 
favored by the glandular prolongations into the 
adenomyoma. Rotanp S. Cron, M.D. 


Cron, R. S.: End-Results in the Treatment of 
Carcinoma of the Cervix. Wisconsin M. J., 1925, 
xxiii, 128. 

In 380 cases of cervical carcinoma admitted to the 
obstetrical and gynecological clinic at the University 
of Michigan for diagnosis, the condition was in the 
early stages in only sixty. In the remaining 320 it 
was regarded as far advanced or at least inoperable 
from the standpoint of a radical Wertheim operation. 

Approximately one-half of the patients were 
given some form of treatment. Ten or more agents 
were used in attempts to destroy the disease which 
later destroyed the host. Radium was not available 
for treatment. Eighty-five patients were traced. 

Every patient except one eventually died directly 
or indirectly from the uterine malignancy. The one 
exception was a woman 60 years old, who is alive 
and in good health three years and eight months 
after the excision of the cancerous tissue and 
cauterization of the cervix. The best results were 
obtained with the actual cautery. The results 
were not improved by the adoption of the Percy 
technique. The profuse and foul discharge and fre- 
quent bleeding were relieved temporarily. 

Of the sixty patients with early carcinoma who 
were subjected to a radical abdominal operation, 
eighteen (40.9 per cent) are living and well five or 
more years after the operation. There was a pri- 
mary mortality of 26.6 per cent, due to shock with 
and without hemorrhage. Sixty per cent of the 
patients surviving the operation were permanently 
cured. 

The article is summarized as follows: 

1. The life of women with advanced carcinoma 
of the cervix treated with packs or the actual 
cautery is not materially lengthened although the 
vaginal discharge and bleeding may be temporarily 
relieved. 

2. The percentage of cures in women with early 
carcinoma who survive the radical abdominal 
operation is favorable. However, when all cases of 
cervical cancer are considered the results from 
surgery alone are most discouraging. 

3. Deep high-voltage X-ray therapy gives excel- 
lent palliative results and in advanced cervical 
carcinoma has replaced surgery. 
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GYNECOLOGY 


4. Radium and the X-ray should be used in all 
cases of cervical cancer. 

5. Whether in early cancer a combination of 
radium or the X-ray and surgery will give better 
end-results than radium and the X-ray alone is still 
adisputed question. 

6. Publicity and propaganda have not materially 
influenced the incidence of early and late cervical 
cancer. 


MISCELLANEOUS 


Dannreuther, W. T.: The Incidence and Signifi- 
cance of Urogenital Symptoms in Gynecological 
Patients. Am. J. Obst. & Gynec., 1924, viii, 103. 


A study of 600 consecutive private case records 
indicates that in approximately 20 per cent of 
gynecological cases a cystoscopic examination is 
necessary for the establishment of a diagnosis. 
\bout 15 per cent of gynecological patients have 
some definite lesion of the urinary tract. A large 
number are deprived of prompt relief from symp- 
toms because so many practitioners are willing to 
treat a woman for “cystitis” without actually 
demonstrating an inflammation of the bladder. 

It is imperative for the gynecologist to have a 
working knowledge of cystoscopy. All gynecological 
patients should be catheterized on their first visit. 
Valuable information can be obtained from inspection 
of freshly catheterized urine. A renal function test 
should be made before most elective gynecological 
operations. 

Pyelitis occurs frequently in women and is often 
overlooked. In cases of inflammation limited to the 
bladder fever is conspicuous by its absence. In a 
small percentage of cases only urinary symptoms 
are caused by pelvic lesions without associated dis- 
ease of the urinary tract. Occasionally cases are 
encountered in which the urinary symptoms are 
due to causes remote from the urinary and pelvic 
organs. No urinary symptom or syndrome is 
pathognomonic of anything; the diagnosis rests 
almost entirely upon the objective evidence. 

Of the 119 patients constituting the basis of this 
investigation, fifty-three had urinary symptoms 
only and sixty-six had both urinary and pelvic 
symptoms. The fallacy of relying upon the symp- 
toms for diagnosis is well illustrated by the causative 
factors discovered. These were lesions of the 
urinary tract in fifty-one cases, lesions of both the 
urinary and pelvic organs in forty-four cases, 
lesions of the pelvic organs only in fourteen cases, 
and remote lesions in ten cases. 

Epwarp L. CorneLt, M.D. 


Galletly, A.: Presacral Tumors of Congenital 
Origin. J. Obst. & Gynec. Brit. Emp., 1924, xxxi, 
226. 


The author reports a case in which a cyst com- 
posed of a pelvic portion and a larger gluteal portion 
which were constricted from each other by the 
margin of the sacrosciatic foramen was removed by 
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abdominal incision combined with an_ incision 
through the right gluteus maximus muscle. 

The possible sources of presacral tumors of con- 
genital origin are: (1) dichotomy of the fetal axis 
with the production of: (a) monster formation, or 
(b) a separated embryo which later becomes para- 
sitic and blends with the autosite or is included in 
the autosite; (2) a growing-point cell; (3) a wander- 
ing totipotential sex cell; (4) a secluded notochordal 
cell; (5) a secluded cell of the neural tube; (6) the 
postanal gut: (a) persistence and continued growth 
of an embryonic remnant or (b) secluded cells of 
the postanal gut; and (7) the neurenteric canal. 

In Galletly’s opinion the source in the case re- 
ported was one of the last two mentioned. 

Rotanp S. Cron, M.D. 


Clark, J. G.: Radium in Pelvic Carcinoma. Ann. 
Surg., 1924, Ixxx, 138. 


As the result of a study of cases of pelvic carci- 
noma in which a five-year cure was obtained by 
radium therapy, the author uses 100 mgm. of radium 
for twenty-four-hour application. He sometimes 
makes two applications but never three. He 
practically never applies radium without anes- 
thesia and he always thoroughly packs the vaginal 
wall. Since 1920 he has not had a fistula following 
radium treatment. 

In conclusion Clark presents the statistics of 
various gynecologists who have used operative 
measures for the relief of carcinoma and proves that 
the end-results were no better than those of radium 
and economically not as satisfactory. 

Rotanp S. Cron, M.D. 


Cullen, T. S.: A Few Practical Points in Pelvic 
Surgery. Ailantic M.J., 1924, xxvii, 6109. 

The author calls attention to the fact that profuse 
hemorrhage may occur from injury to the labia and 
that it should be controlled by the use of non- 
absorbable sutures. He advises posterior vaginal 
section for cases of doubtful pelvic pathology and 
suggests that when laparotomy is done the vaginal 
incision be used for drainage. 

A wound that separates with hemorrhage after a 
perineal or cervical operation should be resutured. 
The author uses a cautery knife when excising the 
margin of carcinoma of the labium. 

Postoperative bleeding from the cervical stump 
can be controlled by through-and-through catgut 
sutures inserted by way of the vagina. 

Menorrhagia in the child-bearing age is most 
commonly due to hyperplasia of the endometrium 
and can be cured by repeated curettage, radium 
therapy, or hysterectomy. 

Multilocular cystadenoma, when adherent to the 
bowel, should be separated by leaving a part of the 
laminated cyst wall attached to the intestine. 

The author next discusses various methods of 
handling myomata of the uterus, offering such sug- 
gestions as myomectomy bisection, amputation at 
the internal os first, and methods of caring for the 
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ureter. He recommends temporary packing for the 
control of oozing. When removing a pus tube and 
leaving the uterus he removes the uterine cornu in 
order to reach all abscessed areas. In inflamma- 
tory conditions of the pelvis he employs blunt dis- 
section. 

In infections of the broad ligament occurring after 
the puerperium the focus should be opened up by 
a gridiron incision and drainage should be placed 
retroperitoneally down to the induration. The cul- 
de-sac of Douglas should not be opened in these 
cases of infection. 

Attention is called to the tape method of exposing 
a retrocecal appendix in the use of a median supra- 
pubic incision. 

Cullen next describes a method of operating upon 
a malignant mass composed of pelvic organs and 
intestines. To obtain his bearings in unraveling 
adherent bowel with multiple fistula, the surgeon 
should go down to the handle of the fan—the 
mesentery. 

When a patient has rectal discomfort during 
menstruation and a nodule back of the cervix, the 
possibility of adenomyoma of the rectovaginal 
septum should be considered. 

In conclusion Cullen emphasizes the importance 
of all possible conservation in pelvic surgery. 

Ro.anp S. Cron, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Smith, H. L. The End-Results of a New “Uterine 
Shelf” Operation for the Relief of Cystocele. 
Surg., Gynec. & Obst.. 1924, XXxix, 100. 

The operation described by the author for th 
relief of large protruding cystocele consists in anchor. 
ing the cervix to the triangular ligament by catgut 
and silkworm sutures after denudation of the inter. 
vening mucous membrane. From the end-results jp 
forty cases the following conclusions are drawn: 

The operation as described is safe. 

The bladder, supported by the uterus as a shelf 
is permanently retained in the correct position. 

The symptoms, whether due to dragging down or 
irritation of the bladder, are completely relieved iy 
at least 95 per cent of the cases. 

The best results are obtained, as would \y 
supposed, when the uterus is supported by som 
sort of intra-abdominal operation. 

Thorough repair of a torn or relaxed perineun 
and any complicating rectocele is essential. Great 
relief can be expected even in cases in which th 
condition does not warrant opening the abdomen. 

The fixation of the uterus as described does not in 
itself produce any discomfort; on the contrary it is 
often followed by an unexpected feeling of well 
being. 

Advanced age seems to be no bar to the operation. 

Rotanp S. Cron, M.D 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Findley, P.: Hzeemorrhages of the Pregnant Uterus. 
Nebraska State M. J., 1924, ix, 289. 


Hemorrhage caused by abortion is more apt to 
be intractable during the third and fourth months 
of pregnancy than at any other time. The reason is 
to be found in the fact that at this stage the open or 
ampullary layer, which is the natural point of cleav- 
age in the mature placenta, has not been developed 
and the chorionic villi hold fast to the uterus. 

The premature separation of the placenta is much 
more frequent than has been thought. This is evi- 
denced by the frequency of old blood clots on the 
placental surface. It is important to remember that 
the amount of blood showing externally is not an 
accurate indication of the amount of hemorrhage, 
as a considerable quantity of blood may be held 
back by the head or breech impacted in the birth 
canal. Of greatest value is the finding of enlarge- 
ment and tenderness of the uterus in association 
with general signs and symptoms of a severe 
hemorrhage which are out of proportion to the evi- 
dent loss of blood. The absence of fetal heart tones 
indicates a complete separation and the need for 
cesarean section. 

The hemorrhage of placenta previa is caused by 
the retraction of the fibers of the lower segment of 


the uterus without a corresponding increase in the 
placental area, and the opening of the cervix which 


severs the attachment of the placenta. In the 
author’s opinion the treatment of choice in the 
majority of cases and under all circumstances is the 
introduction of a vaginal pack of sterile gauze fol- 
lowed by internal podalic version and manual 
delivery. 

Hemorrhage during pregnancy is seldom due to 
uterine fibroids as these growths usually prevent 
pregnancy. 

Cancer of the uterus is rare in the childbearing 
age, and when it occurs in the cervix seldom permits 
pregnancy. Paut R. Briuincstey, M.D. 


LABOR AND ITS COMPLICATIONS 


Gwathmey, J. T., McKenzie, R. A., and Hudson, 
F. J.: Painless Childbirth by Synergistic 
Methods (Second Paper). Am. J. Obst. & Gynec., 
1924, Vill, 154. 

The technique described calls for from one to three 
hypodermic injections and one rectal instillation. 
The first hypodermic injection is given at the same 
time as in the Freiburg method, i.e., ‘‘after labor is 
well on ‘its way, when the pains are four or five 
minutes apart, and lasting thirty or more seconds.”’ 
It consists of 1/6 gr. of morphine dissolved in 2 c.cm. 


of a 50 per cent solution of magnesium sulphate. No 
morphine is given later. The rectal instillation is 
2% oz. of ether with 10 gr. of quinine hydrobromate 
in 2 dr. of alcohol with enough olive oil to make 4 oz. 
The doctor or nurse comes in contact with the pa- 
tient only four times at the most, and often only 
twice. The magnesium sulphate is in 2 c.cm. am- 
poules of 50 per cent strength. If the first hypo- 
dermic injection has a marked sedative effect, the 
instillation is delayed possibly one or two hours, 
but if it does not have such an effect the instillation 
is given within from fifteen to twenty minutes. As 
is usual when any retention enema is given, the 
patient should lie comfortably on her left side, the 
catheter should be inserted 4 in. in the rectum, from 
three to ten minutes should be taken for the instilla- 
tion, and the catheter should then be gently with- 
drawn. The synergistic effect of the drugs is usually 
noted within fifteen minutes, the patient becoming 
very quiet and sometimes sleeping. |Even an ex- 
hausted woman may be lightly anesthetized, but 
the ideal condition sought is analgesia with uncon- 
sciousness. 

The effect continues for about four hours, but if 
it is insufficient, one or two additional hypodermic 
injections of 2 c.cm. of 50 per cent magnesium sul- 
phate will deepen it. Pain is eliminated, contrac- 
tions continue, labor is not delayed, and the memory 
of events is either clouded or completely obliterated. 
Sometimes no anesthetic is necessary even when 
the head is passing over the perineum and sometimes 
no supplement is required for an episiotomy, the 
repair of lacerations, or other necessary work. The 
mother may not be aware of the birth until she is 
told of it. 

As with all drugs or systems, the effect varies 
with the individual patient, her confidence in the 
doctor, the maintenance of quiet, the gentleness of 
the manipulations, and other factors. Loud talking, 
the rattling of pans, and thoughtlessness in other 
ways will mar what, under other circumstances, 
might be an ideal result. The method has been 
tried in 300 cases. 

This procedure must not be confused with oil- 
ether anesthesia. In Thaler and Huber’s series of 
cases, in which only oil-ether was used, the dose was 
repeated twice in twenty-five cases, three times in 
twenty cases, four times in fifteen cases, and five 
times in twelve cases. Eighty-eight patients re- 
ceived an average of 3 to 334 oz. of ether and one 
as much as 71% oz. of ether. With the synergists, 
the injection is never repeated. The total amount, 
2% oz., is never exceeded. The reduced amount of 
ether necessary is explained by the synergizing of 
the magnesium sulphate with the ether. 

Epwarp L. CornELL, M.D. 
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Gilfrich, T.: Rupture of the Vessels of the Um- 
bilical Cord During Birth (Ueber Ruptur der 
Nabelschnurgefaesse unter der Geburt). Zéschr. f. 
Geburtsh. u. Gynaek., 1923, \xxxvi, 619. 


Complete rupture of the umbilical cord is fre- 
quently reported in the literature, but the number 
of cases of isolated tearing or injury of the umbilical 
artery or vein is small. Most of the isolated rup- 
tures occur during labor in the vasa previa of the 
velamentously inserted umbilical cord, in the vasa 
aberrantia, or in varices of the vessel walls. In- 
juries to the vessel walls have been observed also 
after deliveries in which operation was necessary. 

In the literature are reported thirty-two cases of 
velamentous insertion of the umbilical cord in which 
a tear or other injury of one or more of the umbilical 
vessels occurred. Von Winkel observed velamentous 
insertion in 0.8 per cent of all births. Other ob- 
stetricians give its incidence as from 9.4 to 0.9 per 
cent. To suffer injury, the vessels must pass close 
to the lower pole of the ovum. In twenty-four of 
the thirty-two cases reported the child was dead. 
Von Winkel places the infant mortality in cases of 
velamentous insertion at 18 per cent. The fact that 
eight of the children in the reported cases were born 
alive is attributed by Rivet and Gerhartz to the 
activity of the labor pains, which hastened delivery, 
and to retraction of the ends of the torn vessels. 
In three cases (Zoeppritz, Boehme, Fetzer) the de- 
livery was artificially ended. In the case reported 
by Schicke the small size of the torn vessels and the 
proximity of the insertion of the cord to the margin 
of the placenta made it possible to save life. As the 
head advanced, the ends of the vessels became com- 


pressed, as has already been described by Sellheim. 

Velamentous insertion is frequently observed in 
twins—according to Boehme, ten times more fre- 
quently than in cases of single births. In the thirty- 
two cases reported there were seven pairs of twins. 
In von Franqué’s opinion, the limitation of space 
in cases of twins must be looked upon as an im- 


portant cause. It was possible to save the children 
in only two cases. In eleven cases in which one or 
more of the branches of the veins were injured, eight 
children died. In seven cases in which the artery 
was injured six children died, and in four in which 
an artery and vein were injured three children died. 
In the remaining cases, the records of which are in- 
complete, seven children died. 

According to Hyrtl, the veins are more apt to be 
injured than the arteries because they reach the 
placenta by a roundabout route. Of importance in 
the production of rupture is the distance of the site 
of the depression in the umbilical cord from the bor- 
der of the placenta. According to von Winkel, the 
average is 5 cm. 

The diagnosis of velamentous insertion can be 
made only while the amniotic sac is intact and the 
uterine os is dilated so that the examiner can feel 
the vasa previa as a more or less pulsating cord-like 
thickening. In only four cases were there any in- 
dications which would allow the presumption of a 
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velamentous insertion (Benckisser, Hueter, Hecker. 
Preiser). The diagnosis is generally first made when 
blood appears with the liquor amnii and the bleed. 
ing continues throughout the delivery. 

In the differential diagnosis placental hemorrhage 
comes under consideration. The literature contains 
the reports of two cases of vessel rupture in vas 
aberrantia (Essen-Moeller, Volland). Further pre- 
disposing causes are varices of the umbilical cord, 
These are spindle-shaped, sac-like enlargements 
which are evidently caused by kinking following 
torsion of the vessels. As a secondary result there 
is thinning of the walls. In the literature there are 
eight cases of rupture of a varix. Two more were 
seen in the author’s clinic. 

Three groups are to be differentiated: 

1. Tearing of the vessel wall and hematoma in 
Wharton’s jelly. These are due to congestion caused 
by an increase in the already high pressure in the 
umbilical vessels resulting from the expulsive labor 
pains and from kinking. The hematoma may attain 
the size of a goose egg (Huebl, Kroemer, Ritter, 
Diener). It may disturb the circulation of the blood 
and thereby injure the child. However, the child 
died in only one of the four cases reported. 

2. If the hematoma is of exceptional size, the 
amniotic sheath is ruptured (Pluskal; von West- 
phalen, two cases; Delunsch). In von Winkel’s 
cases hemorrhage did not begin until after delivery. 
Hemorrhage into the free egg cavity constitutes the 
greatest danger to the child (Delunsch). 

3. Tearing of the walls of the ‘vessels and the 
sheath of the amnion without the production of a 
hematoma. To this group belong the cases ob- 
served in the clinic; in these, however, there were 
mechanical injuries (tearing of the cord when it was 
being unwound from about the neck, injury of the 
cord by the blades of the forceps). 

Woltersdorf reports a case of hematoma of the 
umbilical cord which he traced to dystrophy of the 
vessel walls due to the circulation of bile pigment in 
the blood. The child died of general icterus on the 
third day. 

Lesions of the vessels are caused also by obstet- 
rical operations when there are no pathological 
changes in their walls (Couvelaire, von Kubinyi, 
Naegele, and Zaborsky). In the cases reported by 
Couvelaire and von Kubinyi the rupture was caused 
in unwinding the coils of the umbilical cord. In 
Naegele’s case a severe hemorrhage occurred when 
the head passed. The 25-in. cord was coiled, and 
5 in. from the child’s umbilicus the vein and artery 
were both torn through. It was assumed that the 
tear was caused by pulling on the cord. In Za- 
borsky’s case the injury was caused by the forceps. 

Occasionally a forced Credé manipulation may 
cause marked lesions of the wall of a vein as the 
blood pressure is greatly raised by the artificial 
compression. 

In several cases the etiology is not entirely clear. 
Hamill reported a case in which the fetus bled to 
death through the rupture of a vein. Details are 
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lacking. Kautsky observed a case in which a jet 
of blood shot from the umbilical cord after the birth 
of the child. As no direct cause could be found, 
he assumed that the tension was too great for the 
relative shortness (38 cm.). The author, however, 
accepts the explanation of Kermauner, who ob- 
grved a similar case. As the breaking of the am- 
nion and the jelly occurred in the second stage of 
labor, Kermauner assumed that as the head de- 
sended, the umbilical cord was pressed against the 
wall of the pelvis and that in this manner the in- 
ternal pressure was raised abnormally high as was 
indicated by the blood shooting out in a jet. 
Lerxt (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Hobbs, R.: The Causes of Acute Infections of the 
Uterus, Including Puerperal Sepsis and Septic 
Miscarriages, and Their Treatment by Drain- 
age. Proc. Roy. Soc. Med., Lond., 1924, xvii, 
Sect. Obst. & Gynec., 73. 


The author calls attention to the following facts 
in acute infections of the uterus: 

1. The temperature often falls after evacuation 
of the bowels. 

2. When the lochia are partially suppressed, the 
temperature rises; when they are re-established, the 
temperature falls. 

3. Patients placed in a semi-Fowler position af- 
ter delivery are less inclined to experience a rise in 
temperature than those in the recumbent position. 

4. The temperature often falls after an intra- 
uterine irrigation. 

5. Foul lochia, if profuse, are often unaccom- 
panied by a rise in the temperature, an increase in 
the pulse rate, or other signs of septic absorption, 
such as headache, flushing, etc. 

6. The withdrawal or escape of pus from the 
uterine cavity lowers the temperature. 

7. After the stitches are removed from an cedem- 
atous perineum, an escape of pus often occurs and is 
followed by a fall in the temperature. 

8. The removal of pieces of placenta or membrane 
from the cervical canal is followed by a fall in the 
temperature. 

9. The retention of septic products in the uterus 
does not cause a rise in the temperature unless 
drainage is imperfect. 

10. The uterus may contain a septic fetus with- 
out associated fever, but when labor pains begin 
and the fetus is passing through the cervical canal, 
the temperature rises. It falls again after the 
uterus has expelled its contents. 

11. If a septic uterus is curetted or swabbed out 
with a strong antiseptic, symptoms of septic absorp- 
tion sometimes follow. 

12. If uterine hemorrhage is dammed back by 
vaginal plugging, the temperature may rise. 

13. Ina case of septic endometritis, the tempera- 
ture will often rise a degree or more just before a 
menstrual period and fall after menstruation has 
been established. 
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From these observations it seems reasonable to 
assume that a damming back or stasis is produced: 
(rz) in the uterine wall, (2) in the cervical canal, (3) 
by a loaded rectum, (4) by swelling of the perineum, 
or (5) by the position of the uterus as affected by 
the position of the patient. The operation of the 
first factor is probably precluded by the lymph flow 
through the uterine wall. Cervical stasis causes 
symptoms and signs of obstruction such as fever, an 
increase in the pulse rate, pain, redness and swelling 
of the mucous membrane, and narrowing and tortu- 
osity of the canal. The canal may contain placenta, 
blood clots, mucous, or polyps. The uterus becomes 
tender, enlarged, and boggy; it may be displaced 
and may contain pus. The factor of a loaded 
rectum is thought to operate, not by absorption 
per se, but by causing pressure on the cervix. That 
a swollen perineum may cause obstruction is evi- 
dent. The value of the Fowler position in promot- 
ing drainage has been well proved. 

Therefore, for cases of puerperal sepsis, septic mis- 
carriage, and acute endometritis the author has 
adopted a uniform treatment to secure adequate 
drainage through the cervical canal. The patient 
is placed in a semi-Fowler position and if the peri- 
neum has been sutured the stitches are removed. 
The rectum is then emptied, and any presenting 
pieces of membrane or tissue are removed from the 
canal. The uterus having been freed from residual 
pus by gentle washing with 5 per cent saline solution, 
a terminal-eyed soft rubber catheter is gently intro- 
duced up to the fundus and a few drops of sterile 
glycerine are injected. The catheter is left in situ 
and the free end placed in the vagina. 

This treatment can be repeated as often as nec- 
essary. Glycerine causes a profuse outpouring of 
lymph. The catheter should always be smaller than 
the cervical canal in order that drainage may oc- 
cur along its side. 

The treatment described has been given during a 
period of four years in several hundred cases. The 
results have been uniformly good, with disappearance 
of the subjective symptoms and of the evidence ot 
infection. The author concludes: 

1. Such treatment lessens the degree of inflam- 
mation. 

2. It can be repeated many times without dan- 
ger. 

3. One treatment is never sufficient. 

4. It should always be employed after curettage. 

5. In a large number of cases pelvic pain due to 
inflammation is of uterine rather than tubal origin. 

6. Extension of inflammation from the uterus to 
the adnexa is an indication for the treatment de- 
scribed. 

7. Unless the extra-uterine lesions are of the 
grossest type, no operative interference is indicated 
until the treatment described has been tried. 

8. Exacerbations of salpingitis are less frequent 
following this treatment. 

9. Menstrual pain ceases and the flow tends to 
return to normal. 
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10. Removal of the tubes is of no avail unless the 
endometrium left is healthy. 

11. Primary hemorrhage is the only indication 
for exploring the uterus after labor. 

12. Septic products retained in the uterus are 
best removed by the method described. 

13. When bacilluria is present during the puer- 
perium, uterine infection is present to some degree. 

14. There is as yet no well-defined method for 
treating the infection after it has entered the blood 
stream. No method will be of avail unless the uterus 
has been freed from infection. 

Paut R. BILLINGsLeEy, M.D. 


NEWBORN 


Musselman, L. K.: Natural Immunity in the 
Newborn. Am. J. Obst. & Gynec., 1924, viii, 45. 


While it is recognized that the natural species 
and racial immunity is inherited, there is no con- 
clusive evidence that this is true of natural individual 
immunity. On the other hand, it must be admitted 
that under certain circumstances susceptibility may 
be inherited. 

The possible ways in which the infant may de- 
velop immunity are by: (1) true inheritance through 
germ plasm; (2) placental interchange of reformed 
antibodies, an activating substance, or an antigen; 
(3) the ingestion of colostrum and milk in which 
there may be preformed antibodies, an activating 
substance, or an antigen; (4) the development of 
antibodies by the infant itself, independent of the 
mother (growth mechanism). 

The results of the determination of the bacterial 
values of the sera of mother and newborn indicate 
clearly that there is not a free placental interchange 
of antibodies from mother to fetus. It appears that 
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the antibody possesses a structure which will not 
permit its diffusion through the placental barrier o; 
its selective absorption. 

While most investigators believe the action of the 
placental partition can be explained by the mechan. 
istic hypothesis, there are certain findings which 
support the vitalistic theory. 

The result of the experiments with human colos. 
trum and milk shows that colostrum has little or no 
bacterial action, that milk has none, and that colos- 
trum and milk do not contain any complement but 
are anticomplementary. 

The author draws the following conclusions: 

The bactericidal action of human maternal serum 
is always greater than that of the newborn. 

The content of complement is also greater in the 
maternal serum than in that of the newborn. 

Although the maternal serum contains more com- 
plement and exhibits a stronger bactericidal action 
than the serum of the newborn, there is no evident 
parallel relationship between the two properties. 

Pregnancy in itself is not responsible for the in- 
creased effectiveness of the maternal serum. The 
difference in the bactericidal values of the sera of 
the mother and newborn is due to an actual def- 
ciency in the serum of the latter. 

Human colostrum and milk have very little, if 
any, bactericidal action. They possess an anticom- 
plementary substance which masks the action of any 
complement they may contain. 

The bactericidal action of serum is not dependent 
upon complement alone, but is greatly increased 
by it. 

These results indicate that the infant is only 
partially, if at all, dependent upon its mother for 
the development of normal antibodies or natural 
immunity. Epwarp L. CorneELL, M.D. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Bowers, C. A., and Trattner, H. R.: Repeated Vene- 
section-Blood Transfusion in Anuria: Report 
of a Case of Acute Nephritis with Anuria. 
Surg., Gynec. & Obst., 1924, Xxxix, 229. 


The authors report a case in which, in addition to 
decapsulation of the right kidney (which did not 
produce any immediate beneficial effect), 500 c.cm. 
of blood were withdrawn by venesection and then 
immediately transfused with an equivalent amount 
of blood from a healthy donor. The criteria that 
determined the frequency of this procedure were 
the clinical condition, the blood chemistry, and the 
amount of urine excreted in twenty-four hours. 
Four venesection-transfusions were necessary. 

Samples of blood taken one hour before and one 
hour after venesection-transfusion showed a de- 
crease of 53 mgm. of urea and 1 mgm. of creatinine 
per 100 c.cm. of blood immediately afterward. 
This lowering was temporary, however, as two days 
later a marked accumulation was found. Following 
the fourth venesection-transfusion, the urea and 
creatinine continued to diminish until almost normal 
figures were reached three weeks later. After each 
of the four treatments there was immediate and 
complete disappearance of all uremic symptoms 
and this condition lasted for from twelve to forty- 
eight hours. 

The excretion of urine was 145 c.cm. in the first 
twenty-four-hour period after the first venesection- 
transfusion; 100 c.cm. after the second; 150 c.cm. 
after the third; and 350 c.cm. after the fourth. 

In the case under observation, the highest blood 
creatinine content was 11.43 mgm. per 100 c.cm. 
The patient is still living seven months after the 
treatment, but has a residual chronic nephritis. 

It seems obvious, according to the authors, that 
any benefits resulting from one or two venesections 
would be very transitory and would be overshad- 
owed by the increasing anemia which is usually 
present. 

The following conclusions are drawn: 

t. Repeated venesection-transfusion is a logical 
procedure in acute conditions interfering with the 
permeability of the kidneys, in that it lowers the 
amount of accumulated catabolic products in the 
blood, not only by their frequent removal but also 
by repeated dilution of the remaining circulating 
blood. 

2. It is a more logical procedure than a single 
venesection-transfusion since it is inconceivable 
that the tissues could be detoxified for a sufficient 
length of time to admit of much benefit. 

3. It tides the patient over a critical period until 
the kidneys can again resume their function. 


4. It can be used as an accessory measure but 
should not supplant renal decapsulation which is a 
recognized beneficial procedure in nephritis. 

5. The frequency and number of venesection- 
transfusions given in any case should depend upon 
the patient’s general condition, the blood chemistry, 
and the quantity of urine excreted in twenty-four 
hours. 

6. In the case reported the venesection-transfu- 
sion was probably an important factor in the. 
recovery of the patient since there was no tension 
that could be relieved by decapsulation and no 
diuretic effect was obtained following the operation. 

Louis Gross, M.D. 


BLADDER, URETHRA, AND PENIS 
Graves, R. C., and Davidoff, L. M.: Studies on the 
Ureter and Bladder, with Especial Reference 
to Regurgitation of the Vesical Contents. 
J. Urol., 1924, xii, 93. 

In a previous report the authors established the 
fact that regurgitation of the bladder contents in 
the ureters may occur under certain conditions. This 
article reports further work on the subject which 
again demonstrates that a factor essential for reflux 
in the ureters is sustained active tonus of the bladder 
muscle. Consequently agents which increase the 
bladder tone may produce regurgitation. 

It was found that ordinary chemical agents, such 
as boric acid, potassium permanganate, and argyrol, 
in the strengths in which they are commonly used 
in the bladder are neutral in relation to vesical tone 
and reflux, while mercurochrome-220 and silver ni- 
trate, especially in the more concentrated solutions, 
are irritating and stimulate contractions. 

Changes in the hydrogen-ion concentration and 
hypotonic solutions are without effect, while hyper- 
tonic solutions, such as 25 per cent sodium bromide, 
depress the vesical tone and injure the tissues. 
When they are introduced into the bladder rapidly, 
innocuous solutions, such as salt solution at body 
temperature, temporarily produce a higher pressure 
than when they are introduced slowly, but slow 
filling is associated with greater regurgitation. 

H. L. Sanrorp, M.D. 


O’Conor, V. J.: Primary Carcinoma of the Female 
Urethra: Report of a Case Treated by Dia- 
thermy. J. Urol.. 1924, xii, 159. 

Only ninety-nine apparently authentic cases of 
primary carcinoma of the female urethra have been 


‘ reported. In his review of the literature the author 


rejected about fifty cases because the lesion appeared 

to belong to the group of vulvovaginal tumors. 
Primary carcinoma of the female urethra de- 

velops most frequently in the mucosa of the urethra. 
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Usually it is of the squamous-cell type and more 
malignant than similar tumors on the cutaneous 
surfaces. 

It must be differentiated from carcinoma of the 
vulva and carcinoma of the vaginal wall. The 
latter is usually papillomatous, with a ragged, fungat- 
ing margin, and tends to spread laterally rather than 
to involve the periurethral structures. 

The lymphatic extension of carcinoma of the 
urethra is up the inside of the pubic ramus and into 
the inguinal nodes. Ultimately both the superficial 
and the deep lymphatic chains become involved, but 
in early cases only the superficial inguinal glands 
are attacked. In more advanced cases the super- 
ficial subinguinal, the deep femoral, and the intra- 
pelvic nodes become invaded. The theory that 
chronic inflammation predisposes to this condition 
is not borne out by the cases reviewed. 

Until recently the treatment has been extensive 
surgical removal of the urethra and the cancer- 
bearing area. In the main, surgical removal had led 
to structural mutilation and functional derange- 
ment and the end-results have scarcely justified the 
procedure. In early cases a cure has sometimes 
followed radium treatment. 

The author reports an additional case in which an 
extensive primary growth was completely eradicated 
and normal urinary function was preserved by 
means of so-called diathermy or massive electric 
coagulation, but death occurred from metastases 
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eight months later. There was no local recurrence. 


It is suggested that in effecting the local destruc. 


tion of carcinoma of the female urethra, diathermy 
is superior to any previously used treatment. 
The article is illustrated. H. A. Fowter, M.D, 


GENITAL ORGANS 


Ross, W. L., Jr.: Vas Function After Vasotomy, 
J. Urol., 1924, xii, 135. 

Prompted by the statement of another writer, 
based on experiments on dogs, that there is danger 
of sterility following bilateral vasotomy as the re- 
sult of fibrous occlusion of the vas, Ross reviewed 
his own cases to determine whether such occlusion 
occurs in man. 

He selected from his series nine cases in which 
bilateral injection of the vas with 5 per cent collargo! 
solution was done and the filling of both vesicles 
was checked by X-ray examination. A subsequent 
microscopic examination of vesicle strippings to 
determine the presence or absence of spermatozoa 
was done in only four. In three of the four cases 


motile sperms were found at intervals ranging from 
thirteen days to five months and three weeks. In 
the remaining case inactive sperms were found. 
From these facts Ross concludes that when a 
proper technique is used, bilateral vasotomy is not 
constantly followed by sterility due to occlusion 
H. L. SANForp, M.D. 


of the vas. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Ely, L. W.: Bone Growth in Transplanted Bone: 
An Experimental Study. Arch. Surg., 1924, ix, 
215- 

When a piece of bone is removed from an animal 
by an aseptic operation and is immediately buried 
in the tissues of the animal, new bone formation 
occurs in it. All authorities agree on this point. 
Whether the transplanted bone dies and, simply by 
its presence, stimulates the surrounding tissues to 
form new bone or whether it survives and itself 
forms new bone is still to be determined. 

Two main difficulties in deciding this point are 
that it is not always possible to distinguish dead 
bone from living bone, and that we are uncertain of 
our identification of the osteoblast as well as of its 
source. 

The author reports a number of experiments on 
cats in which a piece of the lateral condyle of the 
femur was placed in the thigh muscles. After 
various periods of time the bone was removed, 
fixed, stained, and examined. In every case the 
bone and its contained marrow had died. The 
author is convinced that bone formation in such 
cases takes place through vascularization. 

Rosert V. Funsten, M.D. 


Ito, L. K.: The Nutrition of Articular Cartilage 
and Its Method of Repair. Brit. J. Surg., 1924, 
<i, 32. 

In a series of experiments on rats and rabbits, Ito 
removed a portion of the entire articular cartilage 
and left it loose in the joint cavity. For comparison 
in some cases a piece of bone was taken from the 
tail of the same animal and substituted for the 
detached cartilage. It was found that in practically 
every instance the loose body gained a definite 
attachment to the synovial membrane. The author 
believes that in the one case in which it was found 
wandering free in the joint cavity but had retained 
its activity it was nourished by synovial fluid wheth- 
er it previously had a synovial attachment or not. 

Throughout the experiments the loose bodies 
retained vitality and many of them proliferated. 
The bone cells, however, became inactive and died. 
After four weeks newly formed bone tissue appeared 
around the dead bone in the loose bodies. 

The repair took place first by filling of the defect 
with fibrous tissue which later became fibrocarti- 
laginous. The length of this process was between 
two and twelve weeks. In some specimens it 
appeared that the reparative tissue came from the 
cancellous portion and in others from the synovial 
membrane. Rospert V. FunsTEN, M.D. 


Phemister, D. B.: Changes in the Articular Sur- 
faces in Tuberculous and in Pyogenic Infec- 
tions of Joints. Am. J. Roenigenol., 1924, xii, r. 

In mild cases of acute pyogenic arthritis the artic- 
ular cartilage may not be involved, but in the more 
severe cases there is an early extensive destruction 
of the cartilage at the points of contact and pressure 
of opposing articular surfaces. Destruction due 
partly to the erosive action of opposing articular 
surfaces upon each other and partly to the digestive 
action of proteolytic ferments in the exudate occurs 
wherever cartilage is dead. The bone adjacent to 
the articular surface is usually destroyed only when 
infection is primary in the bone and results in 
necrosis.and sequestration. Diseased cartilage heals 
by granulation tissue which is eventually formed in- 
to fibrocartilage favoring a fibrous ankylosis. When 
the entire thickness of cartilage is destroyed bony 
ankylosis results eventually. 

The inflammatory process in tuberculous arthritis 
originates in the bone or synovial lining. The artic- 
ular cartilage is involved secondarily by the action of 
tuberculous granulations growing in direct contact 
with it. The cartilage is attacked along its free sur- 
face and about its margin where it is unopposed by 
its articular cartilage. This portion is involved in 
the later stage of the disease when the granulations 
are found along the free surfaces of the joint and, in 
the author’s opinion, tend to absorb and separate 
the necrotic portion of the joint without the aid of 
tubercle bacilli. Destruction of cartilage is always 
bilateral, and islands of detached cartilage may re- 
main free in the joint for months. After extensive 
destruction of the joints the process may invade the 
adjacent ends of the bones, producing more or less 
extensive areas of necrosis. When the occluding 
surfaces of a joint are involved “kissing sequestra”’ 
are formed. The author has seen seven cases of this 
phenomenon. Occasionally bony proliferation may 
be found along the periosteal surfaces of an infected 
joint. After ankylosis of a joint, healing occurs. The 
ankylosis may be fibrous or bony, depending upon 
the extent of the destruction of the joint cartilage. 

In pyogenic arthritis the roentgenogram shows 
first a slight haziness and distortion of the shadows. 
Absorption then occurs along the joint surfaces with 
regional atrophy. Narrowing of the joint space in- 
dicates absorption of cartilage. When bone is ab- 
sorbed in addition, the space is obliterated. In the 
more severe cases this sequestration occurs rapidly. 
Bony ankylosis is demonstrated by bone trabeculez 
bridging the joint space. Fibrous ankylosis shows 
a narrowed and uneven cartilage space often with 
marginal lipping. 

The first X-ray evidence of tuberculous arthritis 
is reduced density of the bony shadow after a few 
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weeks or a few months. The primary lesion in the 
bone is demonstrated by a localized area of reduced 
density or a primary sequestrum. In adults the 
focus is usually located in the subchondral area of 
the epiphysis, while in children, it is usually in the 
metaphysis and eventually breaks into the joint. 
There may be destruction of either bone or cartilage. 
Bone destruction is evidenced by interruption or dis- 
appearance of the shadow of the articular cortex first 
along the margin. Destruction of cartilage is in- 
dicated by absence of the shadow of the articular 
cortex of bone which is absorbed with the cartilage. 
Secondary invasion may involve the underlying 
bone. 

Sequestrum formation is noted later, usually at 
the point of contact and greatest pressure. Occa- 
sionally marginal lipping occurs in mobile tubercu- 
lous joints and is difficult to differentiate from arthri- 
tis deformans. Rupotps S. Reicu, M.D. 


Hauck, G.: Tendon Injuries, Tendon Regenera- 
tion, and Tendon Suture (Ueber Sehnenver- 
letzungen, Sehnenregeneration und Sehnennaht). 
Arch. f. klin. Chir., 1924, cxxviii, 568. 


In the consideration of injuries to tendons it is 
important to differentiate between intravaginal and 
extravaginal injuries. In addition to the tendon 
sheath, the tendon is surrounded by a covering 
consisting of loose connective tissue layers prop- 
erly called tendon fascia. The individual layers of 
this tendon fascia are movable upon one another, 
and on this movability depends their function not 
only as a gliding layer but also as an isolating layer. 
The movements of the tendon are limited so that 
they are not communicated to the adjacent tissues 
(subcuticular layer, etc.) 

In extravaginal injury of the tendon the distance 
between the stumps is less than in intravaginal 
injury, other factors being equal. The regeneration 
which sets in a few days after the injury is confined 
to the connective tissue portions of the tendon, the 
endotenon. The regenerated part becomes adherent 
to the proliferated tendon fascia. 

In intravaginal injuries the reactive connective 
tissue development depends upon the nutrition of 
the affected stumps. As a rule this is poorer than 
that in the extravaginal portions: Of special im- 
portance in this case are the vincula, which have an 
abundant blood supply. In intravaginal injuries 
the reaction in the tendon sheath is very marked. 
As a result of the thickening of the wall, the sheath 
acts as a firm, round band, but it always shows a 
narrow space in the interior which represents the 
original lumen. 

If the stumps are not separated too much, func- 
tion may be restored. The connective-tissue re- 
generated portion between the two stumps arises 
almost exclusively from the tendon fascia or from 
the tendon sheath. In no instance, however, has 
the author been able to demonstrate a change of 
the cicatricial tissue into true tendon tissue. 

BrvueEtt (Z). 
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Fritzler, K.: Acute Osteomyelitis of the Vertebr 
without Involvement of the Spinal Cord (Fj 
Beitrag zur Osteomyelitis acute der Wirbel ohne 
Beteiligung des Rueckenmarkes). Muenchen. mod. 
Wehnschr., 1924, \xxi, 107. 


The author reports a case of staphylomycotic in- 
volvement of the vertebral column at two separate 
points with a primary focus at a distance from the 
spinal column. More than one vertebra was dis- 
eased. Abscesses which were revealed by the X-ray 
were opened and sequestra were removed. A few 
days after the opening of the abscesses the pain be- 
came much less, and two and one-half months later 
the patient was able, with the support of a leather 
corset, to be out of bed without pain for hours at a 
time. Later a gibbus developed as the result of 
disease of the body of the second lumbar vertebra 
but there were no symptoms indicating involve- 
ment of the spinal cord. CREITE (Z). 


Magnuson, P. B.: Reasons for Lack of Positive 
Roentgen Findings in Many Cases of Low Back 
Pain. Am. J. Roentgenol., 1924, xii, 23. 

Considering first the anatomy of the sacro-iliac 
joint, the author states that with the lumbar curve 
eliminated the sacrum is the keystone of the arch 
with the ilia. When the lumbar curve is normal the 
sacrum is suspended anteriorly and outward, and 
except for the moderate contact afforded by the 
roughened bony surfaces, the sacro-iliac ligaments 
are the sole supports of these joints. Therefore, in- 
flammatory processes of the ligaments due to infec- 
tion, toxemia, or trauma are important causes of 
acute, subacute, and chronic backache. In such 
cases the roentgenogram is negative unless the proc- 
ess has advanced to such an extent that there is 
definite bony change, and the diagnosis must usually 
be made on clinical findings long before there is any 
roentgenographic evidence. 

Magnuson agrees with obstetricians that there is 
definite relaxation of the sacro-iliac joints during 
delivery and that in certain old multiparous women 
the sacro-iliac joints move at every step. A careful 
history of cases of relaxation will usually reveal the 
presence of acute or chronic infection, chronic or 
semi-chronic constipation, exposure to cold, over- 
exertion, or malnutrition. The author has seen 
many cases of supposed separations in which the 
X-ray findings were negative but the symptoms 
were similar to those with positive X-ray findings. 
Following relaxation of the sacro-iliac ligaments the 
sacrum slides forward over the roughened area on 
the joint surface, causing acute pain in the back due 
to overstretching of ligaments and resulting muscle 
spasm. The patient is unable to straighten up and 
the sacrum maintains this abnormal position be- 
cause of a roughened area which prevents it from 
slipping back into place. This displacement is so 
slight that it cannot be demonstrated by the X-ray. 
The immediate relief of the subacute pain when the 
joint is manipulated back into position proves that 
the condition is definitely mechanical. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


With regard to the lumbosacral articulation the 
author states that normally there is an angle of 45 
degrees between the fifth lumbar and the first sacral 
segments and that the normal angle of articulation 
between the inferior articular processes of the fifth 
lumbar and superior articular processes of the first 
sacral is such that there cannot be any relaxation in 
these joints. However, any variation in the angle, 
either unilateral or bilateral, renders the lumbo- 
sacral joint susceptible to rotation or spondylolis- 
thesis. Magnuson therefore urges careful examina- 
tion of roentgenograms of the lumbosacral articula- 
tions with special attention to the angle formed by 
the fifth lumbar segment and the sacrum. 

Willis has shown that there are seven general 
types of defects of the fifth lumbar vertebra and 
occasionally of the first and second sacral vertebre. 
Incomplete closure of the neural arch, which is found 
in a large number of cases, is characterized by a 
marked reduction of the bony attachments in this 
region which favors overstraining of the remaining 
ligaments. Incomplete separation of the lamina at 
its base from the body of either or both sides and 
incomplete closure and complete separation of the 
articular processes of the fifth lumbar from the body 
are other anomalous conditions which render this 
joint susceptible to weakness and pain. Unless the 
roentgenogram is taken at an angle that will demon- 
strate the apertures, the defects are entirely over- 
looked or may be regarded as fractures. Such ana- 
tomical defects should be looked for in every case 
and methods should be devised for their detection. 

In examinations of a number of lumbosacral artic- 
ulations such a wide variation in the lateral process 
is found that it is impossible to determine which 
type is normal. Back pain may be attributed to a 
sacralized lateral process only when the process im- 
pinges upon the ilium and this articulation becomes 
inflamed or traumatized. In five cases portions of 
the fifth lateral process were removed because it was 
thick and wide and impinged upon the lumbosacral 
cord. Complete recovery resulted in every case. 

Magnuson attributes sciatic pain to a traumatic 
inflammation of the ligaments at the time of injury 
which results in swelling transmitted from the lum- 
bosacral and sacro-iliac’ ligaments to the nerves 
which run through them and lie immediately over 
them to the upper part of the sacro-iliac joint. His 
conclusions are based upon the examination of more 
than 2,000 cases of sciatic pain following back strain 
or injury. This pain disappears only when treat- 
ment is directed to the inflammation of the liga- 
ments of the lumbosacral and sacro-iliac joints. 

Rupotps S. Retcu, M.D. 


SURGERY OF THE BONES, JOINTS 
MUSCLES, TENDONS, ETC. 
Henry, A. K.: Exposure of the Humerus and 
Femoral Shaft. Brit. J. Surg., 1924, xii, 84. 


The author goes thoroughly into the anatomy of 
the arm and thigh in his description of the complete 
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exposure of these regions for extensive operations, 
such as bone grafting and resection. The skin 
incision to expose the shaft of the humerus follows 
the cephalic vein from the coracoid tip to the bend 
of the elbow, and is continued into the forearm in 
the midline of its upper third. The humerus is 
reached by defining the outer border of the biceps, 
dividing the deep fascia and cutting down upon the 
bone along the deltoid border and then dividing 
the exposed outer fourth of the brachialis muscle. 
Luschka’s filament to the brachialis is thus avoided 
and the muscle fibers are split longitudinally. The 
musculospiral may be located one fingerbreadth 
distal to the deltoid insertion. 

An incision may be carried through the brachi- 
alis to within two fingerbreadths of the level of the 
epicondyles without entering the elbow joint. 

The shoulder joint may be reached by dividing 
the fascia and periosteum on the upper surface of 
the outer third of the clavicle. The bone edge is 
detached with a chisel where the deltoid arises. 
The deltoid may then be hinged outward. The elbow 
is reached through the brachialis. 

The line of incision for exposing the femur is from 
the anterosuperior spine to the outer angle of the 
patella. The interval between the rectus femoris 
and vastus externus is located and these muscles are 
separated with the fingers. Thus the crurzus and, 
on its surface, the external circumflex vessels are 
exposed. These are mobilized and retracted. An 
incision through the upper portion of the crureus 
often divides a large vein. When the crureus is 
separated from the bone and drawn apart, more 
than a foot of the femoral shaft—from the lower 
epiphysis to the lesser trochanter—is exposed. 

RoBert V. FunstTen, M.D. 


Sullivan, R. F.: Spine Fusion in the Treatment of 
Vertebral Tuberculosis. Boston M.& S.J., 1924, 
exci, 114. 

Statistics from two eastern hospitals show that 
cases of vertebral tuberculosis const tute from 39 
to 48 per cent of all cases of joint tuberculosis and 
about 33 per cent of all cases of bone tuberculosis. 

The disadvantages of the non-operative or recum- 
bent treatment that was used exclusively previous 
to the work of Hibbs and Albee in 1911 were that 
from one to three years were necessary to bring 
about the fusion, it was difficult to maintain 
constant recumbency, the patient suffered from men- 
tal depression, and it was impossible to determine 
when (if ever) the disease was cured. 

The two operative measures considered by Sullivan 
are the spinal fusion of Hibbs and the tibial bone 
graft of Albee. The former is preferable for the 
following reasons: 

1. It requires only one incision. 

2. It does not necessitate the use of special 
electrical equipment. 

3. It obtains fusion of the vertebre at five ° 
points, whereas Albee’s method fuses at only one 


point. 
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4. In Albee’s method there is always danger that 
the graft will die or will not “take.” 

The author discusses the technique of the Hibbs 
method and emphasizes the importance of having 
the patient wear a Taylor back brace for several 
days before the operation. A dull periosteal elevator 
should be used for children and a sharp one for 
adults. The exposed field should be carefully 
packed as the operation progresses, and a thorough 
subperiosteal dissection of all tissues should be done 
from the points to be fused. Bone contact is 
secured at the lateral articulations, the lamine, and 
the spinous processes. The Taylor back brace is 
applied immediately after the operation and stand- 
ing and walking are allowed after eight weeks of 
recumbency. The brace may be discarded by adults 
at the end of six months and by children at the end 
of one year. 

The objections raised to the operative treatment 
of vertebral tuberculosis have been proved invalid. 
In more than 700 cases at the New York Ortho- 
pedic Hospital there were only six with any surgical 
shock and in none of these was it fatal. The opera- 
tion can be classed as an extremely safe surgical pro- 
cedure. Careful trunk and height measurements of 
patients for a period of twelve years following oper- 
ation show that there is no hindrance to growth. 

Smith finds that the process of bone repair result- 
ing in fusion proceeds much more rapidly in young 
persons than in adults. Therefore children are the 
most favorable subjects for spinal fusion. In 75 per 
cent of Hibbs’ series of 373 cases a definite cure was 
obtained. Cuester C. Guy, M.D. 


Kreuscher, P. H.: Knee-Joint Injuries and Their 
Treatment. Ann. Surg., 1924, Ixxx, 69. 


Hemorrhagic effusions are not uncommon. After 
a sharp blow on the knee the joint may fill up with 
blood. The treatment should consist in the applica- 
tion of an ice cap, aspiration, and Buck’s extension. 

The most common site of bursitis is the prepa- 
tellar bursa. Occasionally the bursa over the outer 
head of the gastrocnemius and the one near the 
popliteal tendon cause trouble. If immobilization, 
tight bandaging, and aspiration do not cure, it is 
necessary to excise the bursal sac. 

Crucial ligament injuries are rare. The treatment 
consists in immobilization or, if there is a fracture 
of the tibial spine, open operation. 

Although the fibrous joint capsule can withstand 
an internal pressure of 50 lbs. per square inch, it is 
sometimes ruptured in severe injuries. In the 
treatment of a rupture care must be exercised to 
prevent undue laxity which may predispose to dis- 
location of the patella. 

Rupture of the lateral ligaments requires simple 
suture in fresh cases and fascia lata transplantation 
in old cases. 

Rupture may occur also in the patellar tendon 
and the quadriceps tendon. The former is more 
frequently ruptured than the latter. Such ruptures 
must be carefully sutured. In rupture of the 
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quadriceps tendon it is advisable to drill the patella | 


to obtain firm anchorage for the sutures. 

Semilunar cartilage injuries are fairly common. 
The internal cartilage is injured about fifty times 
more frequently than the external cartilage. There 
may be: (1) simple tearing, (2) loosening of the 
anterior tip, (3) simple fracture, (4) multiple 
fractures, or (5) fraying and fragmentation. [pn 
most cases complete removal of the entire Cartilage 
is indicated. 


In fracture of the patella, suture of the fragments | 


with a complete encircling suture of wire, chromic 


gut, or kangaroo tendon gives the best result. Early 


active motion is necessary. 
Fractures of the bones in which the line of fracture 
extends into the joint may result in extreme dis- 


ability, especially in knock-knee or bow-leg. Great § 
difficulty may be encountered in keeping the frag. | 


ments in position. Fixation by open operation may 


be necessary. If the fracture is compound, thorough | 


débridement of the wound is indicated. 


Puncture wounds, if small, heal well with rest and © 


immobilization. In cases of large puncture wounds 


with possible infection, free open incision should be © 
done and the joint thoroughly cleansed and drained © 


down to the capsule. In a series of 328 cases so 
treated, recovery without ankylosis resulted in 312. 


Free bodies or joint mice are formed by: (1) small 
particles of bone dislodged by a fracture, (2) pieces | 
of the semilunar cartilages, (3) fragments from © 
synovia, and (4) cartilage from the articular surface © 


detached as the result of osteochondritis dissecans. 
When they are large enough to cause trouble they 
must be removed by open operation. In some cases 
it may be necessary to resort to the split patellar 
incision to find a loose body. 

WiriiaM A. Crark, M.D. 


Campbell, W. C.: Arthroplasty of the Knee. Any. 
Surg., 1924, lxxx, 88. 


In remodeling of the knee joint an inverted U in- 
cision is made with the addition of a longitudinal 
incision carried upward about 4 in., parallel with 
the outer border of the quadriceps. The quadriceps 
tendon is lengthened by a Z incision leaving the 
outer half attached to the patella. To obtain free 
access to the articular surfaces the tibiofemoral 
union is completely severed and the knee fully flexed. 
The femoral surface is shaped into one condyle 
obliterating the intercondylar notch and the tibial 
surface hollowed out to serve as a socket for the ball- 
shaped end of the femur. The alignment is then 
tested. 

Future weight bearing must be in a straight 
line, valgus angulation especially being prevented. 
To insure proper laxity, hyperextension must be pos- 
sible to 150 degrees (included angle). 

The patella is treated by removing a thick slice 
from the posterior surface, only enough being leit to 
furnish tensile strength. The raw surface of the 
patella is covered by bringing up a pedicle of fatty 
tissue from the posterior part of the patellar tenon. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


The newly modeled articular surfaces are covered 
yith a free transplant of fascia lata with the outer 
surface placed against the bone. The smooth inner 
surface then serves as the synovial membrane. It 
should be 8 or 10 in. long and 4 or 5 in. wide. It is 
anchored to the anterior surface of the femur about 
yin. up, carried downward and backward under the 
new condyle, anchored to the posterior capsular 
wall, and then brought on forward to cover the end 
of the tibia. 

The joint is closed completely, fascia being trans- 
planted to bridge defects in the capsule if necessary. 
The quadriceps tendon is lengthened about 2 in. 
In closure the joint is kept at an angle of 120 degrees 
to insure flexion. 

If the ankylosis is in flexion the quadriceps need 
not be cut as it is redundant and can be retracted 
to the inner side. 

For ankylosis of the patella alone a broad fold 
irom the vastus externus is carried through between 
the patella and femur, after slicing off of the under- 
surface of the patella, and the fold is stitched to 
the vastus internus with the deep surface next to 
the patella. 

If the patella is freely movable, the U-shaped in- 
cision is reversed and carried across the patella ten- 
don which is lengthened by a Z-shaped incision. 

The amount of bone removed depends on the 
position of the knee. From 1 to 1% in. must be 
sacrificed as a rule. Shortening is not a disadvan- 
tage unless it is more than 2 in., in which case a stiff 
joint in an improved position is advisable. Instabil- 
ity need not be feared if care is taken not to remove 
too much bone from the tibia. Infection will occur 
ina high percentage of the cases on account of the 
extent of the raw surfaces, but treatment with 
Dakin’s solution will control it and an excellent re- 
sult may be secured. 

After operation the leg is placed in a Thomas 
splint with a joint at the knee and a half hoop ante- 
tior over the joint. A rope is fastened to the hoop 
and carried to overhead pulleys and up to where the 
patient can reach it to pull and bend the knee pas- 
sively. The leg is kept straight with moderate ex- 
tension until the local reaction has subsided, usually 
from eight to ten days. Active motion begun at the 
end of this time, the patient aiding himself by 
means of the rope. 

At the end of six weeks the splint is removed and 
walking with crutches is begun, weight bearing be- 
ing increased gradually. In resistant cases, motion 
under gas anesthesia may be necessary, but not more 
than ro degrees of flexion should be attempted at 
one time. 

The period of total disability is from two to three 
months, and that of partial disability six months. 

This article is based on forty operations. Twelve 
are reported here; the others were described in 
previous papers. From the results the author con- 
cludes that in selected cases arthroplasty of the knee 
offers an excellent chance of obtaining satisfactory 
motion. WitiiaM A. Crark, M.D. 


FRACTURES AND DISLOCATIONS 


Hale, K : The Treatment of Fracture of the Ole- 
cranon Process by the Hay Hook Tractor. 
Ohio State M. J., 1924, XX, 434. 


An instrument shaped like a fish hook 4 or 5 in. 
in length was devised by the author to pull down the 
detached olecranon in the case of a patient who 
refused open operation. The sharp end of the hook 
was tapped lightly into the proximal end of the 
olecranon through a small skin incision. 

By traction on the hook with the arm extended 
the fragment was pulled into proper apposition to 
the shaft. A short wooden splint was then strapped 
to the forearm with adhesive and the distal end of 
the hook anchored to this splint with a rubber 
tube to maintain the traction. The hook was held 
in position by a bandage and the arm carried in 
a sling. 

Good union with perfect function was obtained. 

Wituiam A. CLark, M.D. 


Speed, K.: Traumatic Lesions of the Head of the 
Radius; Relation to Elbow-Joint Dysfunction. 
Surg. Clin. N. Am., 1924, iv, 651. 


Uncomplicated fractures of the head of the radius 
occur in adults, those of the head and neck mainly 
in children. The lower limit of all these fractures is 
the bicipital tuberosity below which is the true 
radial diaphysis. The radial head articulates only 
with the ulna to which it is held by the annular 
ligament; the motions of pronation and supination 
occur at this joint. The upper surface of the radial 
head is smooth, covered with synovia, and continu- 
ous with the elbow joint proper so that lesions of 
the head may impede not only pronation and 
supination but also flexion and extension of the 
forearm. 

Usually, when injured, the head of the radius is 
compressed as a whole and so deformed that smooth 
rotatory motion against the ulna is mechanically 
impossible. If the fracture is comminuted, a bone 
fragment may enter the joint proper, hamarthrosis 
occurs, absorption is slow, new bone may proliferate, 
capsular changes appear, and any one of the three 
main nerves at the elbow may be involved. If im- 
proper treatment is given, great disability follows. 
Soon after the injury there may be two-thirds of 
normal flexion and extension may be possible, but 
pronation and supination are painful and there is a 
point of extreme tenderness over the head. If the 
fracture is complete, crepitus may be felt, but the 
lesion is usually partial or marginal. It is this type 
of lesion which is most frequently overlooked. 
Early rest and immobilization may result in nearly 
full return of function if the head is not de’ormed 
suff ciently to interfere with rotation. 

The head is often involved in neck fractures 
vhich, if incomplete or of the greenstick type, 
tend to heal rapidly with minimal dysfunction, 
supination being chiefly affected. If the fracture is 
complete and without displacement, union usually 
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occurs in from fifteen to twenty days with good 
joint motion. If there is displacement, limitation 
of motion and possibly cubitus valgus may result. 

Fractures of the diaphysis of the ulna complicated 
by dislocation of the head of the radius are seen in 
adolescents. This complication may be present in 
as high as 80 per cent of the fractures of the upper 
part of the ulna, and is often overlooked until inter- 
ference with joint motion becomes apparent. In 
such cases the prognosis for complete function is 
good only if early reduction of the head is done. 

Subluxation of the head of the radius or “pulled 
elbow” occurs in infants learning to walk. It is 
caused by jerks on the hyperextended arm resulting 
in forward displacement of the head. It can be 
reduced by pressure on the head. Reduction 
should be followed by splinting of the arm in acute 
flexion. If the luxation is not reduced the carrying 
angle remains permanently changed although all 
joint movements may be normal. 

In the cases of adults the treatment of these 
injuries of the radius is resection of the head in all 
cases except fissure fractures without displacement. 
Only resection promises the return of the power of 
pronation and supination. If exostoses are formed 
or there is pain, restriction of motion, or some other 
complication, it may be done years after the injury. 
In the cases of infants and children resection is 
usually contra-indicated because of the danger of 
growth disturbance following epiphyseal injury or 
removal. If it is necessary because of ankylosis or 
considerable bone formation, a modified arthro- 
plasty by means of transplanted fascia should be 
done. CHESTER C. Guy, M.D. 
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Martin, E. D.: Fracture of the Neck of the Femur. 
South. M. J., 1924, xvii, 613. 

Union of a fracture of the neck of the femur wil| 
occur if the patient’s condition permits osteogenesis 
and if apposition and immobilization of the frag. 
ments are obtained. The purpose of the author's 
method is to accomplish this result with the least 
discomfort to the patient, i.e., without the use of 
a body cast. The technique described is briefly as 
follows: 

An incision about 6 in. long is made over the 
greater trochanter and the tissues are dissected 
away so that the head and neck can be located, 
While an assistant makes traction on the leg with 
the foot inverted, the direction of the head from the 
trochanter is gauged, a hole is drilled through the 
femur to the fracture line, and a screw is inserted 
into the head. By tightening the screw the head and 
trochanter are brought into apposition. An X-ray 
examination is then made and if the screw is not in 
the correct position it is removed and re-inserted. 
If the first screw is correctly placed a second is in- 
serted above or below and parallel to it under 
control of the X-ray. The second screw insures 
immobilization of the head on the shaft. After the 
placing of the screws the limb is suspended on a 
Hodgen splint for from ten days to two weeks or 
until the wound has healed. The patient is then kept 
in bed several weeks longer with no appliance on 
the leg. 

In twelve cases treated in this manner the results 
exceeded expectations. A most encouraging feature 
was the relief due to the early mobilization of the 
joints of the leg. CHESTER C. Guy, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


locke, C. E., Jr.: Intracranial Arteriovenous 
Aneurism or Pulsating Exophthalmos. Ann. 
Surg., 1924, xxx, 1. 


In the literature, 588 cases of intracranial arterio- 
yenous aneurism have been reported. To date, the 
results of treatment have been unsatisfactory. The 
condition was first described by Travers in 1809; the 
author reviews its history. 

Of the entire series of 588 case reports found in 
the literature, in only 544 cases is the etiology 
iven. 
<r 112 cases the aneurism was of spontaneous 
origin and in 418 of traumatic origin. The spon- 
taneous type of aneurism occurred more frequently 
in females (74.13 per cent) than in males, and the 
traumatic type more frequently in males (76.76 
per cent) than in females. 

The average age of the persons with spontaneous 
aneurism was near the end of the fifth decade, while 
that of the subjects of traumatic aneurism was near 
the end of the third decade. A bilateral exophthal- 
mosis found more frequently in cases of traumatic 
aneurism than in cases of spontaneous aneurism. 

A total of fifty postmortem examinations have 
been recorded. Of this number thirty-three were 
performed upon cases of spontaneous aneurism and 
seventeen upon cases of the traumatic type. On the 
basis of the scant information at hand it may be 
stated that practically all cases of the traumatic 
type of pulsating exophthalmos are due to an 
intracranial arteriovenous communication, while of 
those of the spontaneous type only a few more than 
half can be attributed to this cause, one-fourth being 
due to tumor and the remaining fourth to a simple 
aneurism of either the internal carotid or the 
ophthalmic artery. 

Rawlings has found that 7o per cent of the 
iractures of the base of the skull involve the body of 
the sphenoid bone. As both the internal carotid ar- 
tery and the cavernous sinus are comparatively 
immovable in this region, an underlying fracture 
may rupture or injure their adjacent walls. The 
cases of actual rupture are those in which the 
patient hears the bruit immediately upon the return 
of consciousness. When the bruit is not heard until 
several days or weeks after the accident the vessel 
walls were only damaged at first and ruptured later. 
In some cases a penetrating wound may come in 
contact intracranially with both the internal 
carotid artery and the cavernous sinus and may rup- 
ture or weaken the adjoining walls of these two 
vessels. 

The mechanism of production of a pulsating 
exophthalmos spontaneously without an injury is 


more difficult to explain. The condition may be due 
to a diseased and weakened condition of the walls of 
the adjoining vessels. Again, it seems probable that 
an arteriovenous communication may occur from 
the rupture of a simple aneurism in the portion of the 
internal carotid which lies within the cavernous sinus 
or in its immediate neighborhood. The spontaneous 
type of pulsating exophthalmos may of course be due 
also to a simple aneurism of the internal carotid or 
ophthalmic artery, or even a tumor of the orbit. 
The various cranial nerves may be involved. 

The author reports two cases of pulsating exoph- 
thalmos following trauma. In one case marked 
improvement followed ligation of the internal carot- 
id though digital compression of the vessels gave 
no relief. In the second case, in addition to ligation 
of the internal carotid, ligation of the superior 
ophthalmic vein was done with a very satisfactory 
outcome. In the third case, which followed trauma, 
a cure was obtained. The treatment consisted of 
rest, morphine, and digital compression. 

The author tabulates the results of treatment as 
follows: 

Cases treated by ligation of the common carotid, 
234: reported cured, 154; mortality, 8.9 per cent. 
Cases treated by ligation of the internal carotid, 
thirty-eight: reported cured, eight; mortality, 7.9 
per cent. Cases treated by bilateral ligation of the 
carotids, twenty-one: reported cured, thirteen; mor- 
tality, 14.28 per cent. Cases treated by digital com- 
pression, 106: reported cured, twenty; no mortal- 
ity. Cases treated by ligation of the orbital veins 
alone, nineteen: reported cured, eight; mortality, 
5.26 per cent. Cases treated by ligation of the 
carotid and orbital veins, twenty-four: reported 
cured, nine; mortality, 16.67 per cent. Cases treat- 
ed by rest and medication, twenty-eight: reported 
cured, four; mortality, 3.57 per cent. The cases 
treated by gelatine injection were sixteen: reported 
cured, five; no deaths recorded. 

STANLEY J. SEEGER, M.D. 


Gordon, A. H., and Bourne, C. R.: Suppurative 
Pylephlebitis with Pneumococcus Septicaemia. 
Med. Clin. N. Am., 1924, vii, 1913. 


The authors report the case of a girl of 9 years 
who gave a history of measles; of pneumonia at 3, 
and again at 5, followed by pleurisy with effusion; 
of whooping cough at 7; and of inguinal adenitis 
which discharged for a long time on two occasions. 
The patient was never well and suffered from re- 
peated “‘colds” and bronchitis. 

Six months before her final illness she had a sharp 
attack of pain in the lower abdomen which lasted 
for a few hours but was not accompanied by vomit- 
ing or fever. After that she was in remarkably good 
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health for some time. Her last illness began sud- 
denly with chills, paroxysmal abdominal pain, an 
irregular high temperature, a rapid pulse rate, 
marked nausea and vomiting, variable tenderness 
and resistance, often in the upper right quadrant 


of the abdomen, marked prostration and emaciation, 
A blood culture was positive for 
The diagnosis was pneumo- 


and leucocy tosis. 
pneumococcus ‘Type 2. 
coccus septicaemia. 

On rectal examination a small firm mass was felt 
at the tip of the examining finger to the nght. Ab- 
dominal exploration revealed no evidence of tuber- 
culosis or peritonitis. Ata point where the omentum 
was adherent to the cacum was an atea the size of a 
5o-cent piece which was thickened and oedematous. 
The appendix showed some chronic inflammation. 
On the mesentery of the cacum several large soft 
glands were found. 

A few days after the operation the wound broke 
down, discharging a foul-smelling greenish-vellow 
pus. Later a discharging right otitis media devel- 
oped, which showed Gram-positive cocci in groups 
and lanceolate Gram-positive diplococci. Death 
occurred six weeks afte: the onset of the condition. 

Among other findings at autopsy were pus in the 
pouch of Douglas and in pockets at the end points of 
the superior mesenteric artery; many oozing blood 
clots as large as a finger-tip in the lower lobe of the 
left lung; a few small areas of suppuration in the 
upper lobe of the right lung; an ulcer '4 by '% in. in 
size in the caecum; and, in the liver, many irregular 
bluish-green mottled areas ranging in size from that 
of a pea to that of a hen’s egg. On section of the 
liver a greenish pus exuded. The portal vein was 
filled with a purulent clayv-colored substance, and the 
superior mesenteric vein and its branches showed 
thrombosis and ulceration throughout its length. 

The heart’s blood gave a pure culture of pneumo- 
coccus Type Il. The ulcer of the cacum and the 
abscesses of the liver and mesentery showed pneu- 
mococcus and bacillus coli. The spleen showed 
pneumococci. 

The presumable course of events in this case was 
infection of the radicles of the portal vein from the 
ulcer of the cacum with upward extension of the 
infection and resultant thrombosis until the main 
trunk of the vein was reached. In addition there 
Was retrograde extension along other branches of 
the portal vein. On reaching the liver, the throm- 
bosis invaded the lobular veins and multiple ab- 
formed. 

The author reviews the literature on pylephlebitis 
with septicemia. The condition is practically 
always fatal. Cayton F. ANpRews, M.D. 
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Higgins, S. G., and Fisher, D.: Effects of the Intra- 
muscular Injection of Sodium Citrate upon 
Bleeding. Ann. Surg., 1924, xxx, 268. 


In 1916 Neuhof 


sions: 


reported the following conclu- 
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t. The coagulation time of the blood is great) 
shortened within a few minutes after the intrody¢ 
tion of non-toxic doses of sodium citrate. 

2. The bleeding time is also shortened. 

3. Coincident with the shortened coagulation 
time, the color of the venous blood is altered to 4 
light arterial tint. 

4. There is no fixed toxic or lethal dose of sodium 
citrate per kilo of body weight, the toxicity depend. 
ing to a remarkable degree upon the rate at which 
the sodium citrate solution is introduced. 

5. A toxic or lethal dose is characterized by ; 
swing from the state of shortened coagulation to q 
state ot suspended coagulation. This latter phenom- 
enon led to the sodium citrate method of blood trans- 
fusion, and it was this effect which overshadowed 
the ordinary pharmacological action of sodium cit- 
rate. 

Weil, in 1915, reported that he was able to short- 
en the coagulation time by one-half by administering 
5 gm. of a 20 per cent solution. 

Neuhof and Hirtschfeld reported a series of 500 
cases in which sodium citrate was administered. In 
the last 200 it was given by the intramuscular rout 
They concluded that such administration results in 
prompt and pronounced shortening of the coagula- 
tion and bleeding time of two or three hours’ dura- 
tion followed by gradual return to the normal within 
from twenty-four to forty-eight hours. They estab- 
lished the optimum dose as 30 c.cm. of a 30 per cent 
solution. 

The authors report a series of fifty cases. Witha 
3-in. needle, 3 c.cm. of a t per cent novocaine solu- 
tion are injected into each buttock. Three minutes 
later 15 c.cm. of a 30 per cent chemically pure sodi 
um citrate solution sterilized by boiling are injected 
into each buttock in the same area. 

In the first twenty-five cases the coagulation time 
before citrate injection ranged from five to cleven 
minutes. After the injection the shortest time 
ranged from one to two and one-half minutes and 
was noted from forty-five to sixty after the injection 
After sixty minutes it gradually returned to normal 
within from twenty-four to forty-eight hours. 


Cari D. NemuHo;p, M.D 


Robertson, S. B.: Exsanguination-Transfusion: 
A New Therapeutic Measure in the Treatment 
of Severe Toxemia. Arch. Surg., 1924, ix, | 

The technique of the operation described is as 
follows: 

By puncture of the median basilic vein o/ the 
donor or donors blood is withdrawn into 1oo-c.cm 
glass svringes, each of which contains to c.cm. ol 
freshly prepared 3.5 per cent sodium citrate solution 
When each syringe is filled it is inverted several 
times to insure the proper mixing of its contents and 
is then emptied into a basin. A quantity equal at 
least to the total circulation of the patient is thus 
obtained. In estimating the amount required it has 
been the custom to consider that the quantity ol 
blood in the circulation is roughly 35 c.cm. per 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


pound of body weight. The desired amount having 
heen withdrawn from the donor, it is laid aside until 
required at a later stage of the operation, its 
emperature being maintained during this time by a 
water bath at a temperature of 100 degrees F. 

The recipient is then prepared. The cannula for 
the transfusion is first tied into a suitable vein, such 
as the internal saphenous at the ankle or the median 
basilic at the elbow, and salt solution is slowly 
introduced to prevent clotting. The exsanguination 
cannula is then inserted. In small infants, the su- 
prior longitudinal sinus is used for the exsanguina- 
tion, but in children in whom the anterior fontanelle 
is closed the femoral vein provides a suitable sub- 
stitute. The superficial veins are not satisfactory 
as they cannot be relied upon to yield a rapid and 
continuous flow of blood. When the femoral vein is 
used. a large cannula is introduced into it through the 
saphenous vein which can readily be picked up just 
before it perforates the cribriform fascia. By intro- 
lucing the cannula in this way, the continuity of the 
iemoral vein is not disturbed and the risk of injuring 
ihe circulation of the limb is avoided. 

Blood is then withdrawn from the patient until 
signs of exsanguination begin. The amount of blood 
withdrawn at this stage varies greatly. In the cases 
of small children the author has found the quantity 
torange from 60 to 160 c.cm. With the first sign of 
weakening of the pulse, one of the 1oo-c.cm. syringes 
ontaining citrated blood from the donors is con- 
nected with the transfusion cannula, and the intro- 
duction of fresh blood is begun. If it appears that 
the withdrawal of blood has approached too close 
to the margin of safety, from 5 to 10 minims 
0.3 to 0.6 c.cm.) of a 1:1,000 epinephrin solution 
are administered by means of a hypodermic needle 
thrust into the rubber tubing which connects the 
transfusion syringe with the cannula in the vein. 
After the transfusion has begun, the withdrawal and 
the introduction of blood are carried on simultane- 
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ously at approximately the same rate until all of the 
available blood has been transfused. As a rule, 
more blood is introduced than was removed, the ex- 
cess usually being from 100 to 150 c.cm., but if, 
prior to operation, there were cyanosis and other 
signs of failing circulation, it has been the author’s 
practice to withdraw slightly more blood than the 
total amount injected. 

The operation of ‘‘exsanguination-transfusion”’ 
has been performed mainly in the treatment of the 
following conditions: (1) the toxemia of severe 
burns, (2) erysipelas, (3) acute intestinal intoxica- 
tion, (4) resorcin poisoning, (5) malignant scarlet 
fever, and (6) septicamia. 

The points brought out in the article are sum- 
marized as follows: 

1. In cases of severe superficial burns, in which 
the symptoms indicate a probably fatal result, 
exsanguination-transfusion has reduced the mor- 
tality from 100 to 50 per cent. Before the introduc- 
tion of this procedure the author had not seen cases 
of burn toxemia recover after the development 
of convulsions. 

2. Inerysipelas of the newborn, the mortality has 
been reduced from nearly 100 to 50 per cent, and in 
the cases of patients from 1 month to 12 months of 
age it has been reduced from 50 to 13 per cent. 

3. In acute septic scarlet fever the method seems 
to be of decided value in tiding the patient over the 
period of intense toxemia as well as in converting 
the case into one of the ordinarily severe type. 

4. In acute intestinal intoxication the adoption 
of exsanguination-transfusion has reduced the mor- 
tality by 20 to 25 per cent. This includes all cases 
admitted in an apparently moribund condition. 

5. In septicemia the results are, on the whole, 
somewhat disappointing. Although, in some, the 
response to treatment was most decided, in others 
the benefit seemed to be slight and only temporary. 

Morris H. Kaun, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Hamilton, T. G.: Conservation in the Treatment 
of Hand Injuries. Canadian M. Ass. J., 1924, xiv, 
686. 


Conservation in the treatment of hand injuries 
aims toward restoring the patient to activity with 
the least loss of tissue, function, and time, and with 
the least economic loss. The treatment should be 
begun early in order that devitalization of tissue 
and infection may be minimal, and the case should 
be studied from the beginning from the point of 
view of the methods which will best conserve the 
functions necessary to the patient’s occupation. 
Hamilton cites four illustrative cases. His conclu- 
sions are summarized as follows: 

1. No tissue should be sacrificed unless it is 
necrotic or wholly detached from all blood supply. 

2. Sterilization is important and should be as 
thorough as possible without destroying the vitality 
of the tissues. 

3. Sutures should be so placed that they will not 
cause any unnecessary devitalization. If necessary, 
they may be omitted entirely. 

4. Drainage should be provided in practically all 
cases. 

5. Efficient splinting, the prevention of bandage 
pressure, and elevation of the hand increase comfort 
and assist healing. 

6. Physiotherapy should be begun early and 
continued as long as function can be benefited by it. 

7. If ankylosis is unavoidable, the position of 
greatest utility should be adopted. 

L. M. ZIMMERMAN, M.D. 


McWilliams, C. A.: Principles of the Four Types 
of Skin Grafting, with an Improved Method of 
Treating Total Avulsion of the Scalp. J. Am. 
M. Ass., 1924, Ixxxiii, 183. 

The four types of skin grafts are: (1) Thiersch 
grafts (Ollier an independent co-discoverer); (2) 
Reverdin’s minute plugs of full-thickness skin; 
(3) free, full-thickness non-pedicled grafts; and (4) 
pedicled flaps (not true grafts). 

Thiersch grafts nearly always take when applied 
to fresh sterile operative wounds, such as the wound 
of breast amputation. For sterilization of the granu- 
lating surface the author employs Dakin’s solution. 
One of the most typical uses of the Thiersch graft 
is the treatment of total avulsion of the scalp. 

McWilliams seldom employs Reverdin grafts. 

For success in the grafting of free full-thickness 
non-pedicled grafts the author gives fourteen rules. 

The use of the pedicled flap of skin with a con- 
siderable layer of attached fat is one of the most 


dependable methods for the repair of tissue defects, 
The author describes three general methods of 
using pedicled flaps and gives thirteen rules for the 
successful formation of single pedicled skin flaps. 
The article is summarized as follows: 

1. The most efficient method of treating total 
avulsion of the scalp consists in immediate surgical 
cleansing of the raw area, shaving and surgical 
cleansing of the avulsed scalp, and drilling of the 
bare bone into the diploé at numerous points 
followed immediately by covering of the entire raw 
area with Thiersch grafts taken from the avulsed 
scalp. The totally avulsed scalp should never be 
replaced as it will not live. 

2. Of all types of skin grafting, autogenous 
Thiersch grafts are the most successful and have 
the widest applicability. Their disadvantage is their 
subsequent contraction. Isografts are usually un- 
successful. 

3. Autogenous, free, full-thickness, non-pedicled 
flaps are somewhat less successful, but well worth a 
trial provided care is taken in selecting the case and 
a careful technique is used. Fresh operative wounds 
with a muscle base are most favorable. A fat base 
is most unfavorable. Contraction of the graft is 
slight, but a disadvantage is the subsequent pig- 
mentation. All subcutaneous fat should be carefully 
trimmed from the graft with scissors. The trans- 
plant should be punctured at numerous points with 
Carrel’s punch, and very firm, even pressure (most 
important) should be applied to the entire surface 
of the graft by the dressing. 

4. Pedicled flaps are uniformly successful if 
there is no necrosis of the end of the flaps. At a pre- 
liminary operation the flap may be elevated and 
freed and then sewed back in place to determine the 
chances of necrosis before it is transplanted into 
its final position. These flaps should retain the sub- 
cutaneous fat upon them. 

5. Eyebrows may be grafted most successfully 
by taking half the opposite eyebrow and trans- 
planting it with a pedicle. Slightly less successful 
are free, full-thickness slips taken from the hairy 
scalp. 

6. It is very important to observe that, in contra- 
distinction to free, full-thickness grafts with which 
the firmest subsequent pressure is essential, the pres- 
sure on pedicled flaps should be only moderate as 
otherwise necrosis will result from the obstruction 
to the blood supply by pressure on the pedicle of 
the flap. 

7. The subsequent contraction that takes place | 
in Thiersch and Reverdin grafts must be taken into 
account. Because of this contraction such grafts 
should not be used to cover raw areas in the neck, | 
axilla, cubital fossa, the elbow, or popliteal space. In 
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SURGICAL TECHNIQUE 


these localities, free full-thickness skin grafts or 
pedicled flaps should be employed. 

8. It should be noted also that free full-thickness 
gaits should have no subcutaneous fat on them 
since their blood supply is obtained from the raw 
base and fat is a poor conductor of the circulation, 
but in pedicled flaps the subcutaneous fat should 
remain since their circulation is maintained through 
the pedicle and the fat forms a good cushion 
on which the skin can move freely. 

9. The only way to cure an old roentgen-ray 
burn is to excise the raw area widely, sterilize it, and 
then cover it with a Thiersch graft. Full-thickness 
grafts, whether pedicled or not, do not take because 
the surrounding endarteritis causes a deficiency in 
their blood supply. 

10. Free, full-thickness grafts should not be cut 
larger than the area to be filled. Therefore some 
stretching will be necessary when they are trans- 
planted. This is in contradistinction to pedicled 
flaps, which should lie easily and should not be 
stretched. Pedicled flaps must be cut one-third 
larger than the area to be filled to allow for shrink- 
age. 

11. Surgical textbooks are too indefinite regard- 
ing the results of iso-skin grafts and the replacement 
of the totally avulsed scalp. The futility of each of 
these procedures cannot be too strongly emphasized. 
Only the partially avulsed scalp with a pedicle 
should be replaced. 

12. The transplantation of sections of monkey 
or other animal glands (i.e. testes) is entirely without 
scientific basis, and has been exploited for commer- 
cial purposes only. This procedure is no less certain 
to fail than the transplantation of iso-skin grafts. 
Both methods should be unhesitatingly condemned 
by conscientious surgeons. 

Emit C. RopitsHeKk, M.D. 


Sistrunk, W. E.: The Reduction of Surgical 
Mortality. WN. Orleans M. & S.J., 1924, Ixxvii, 63. 


Surgery of the present day has slowly evolved 
from the painstaking studies of many generations 
of surgeons. Surgery as practiced today may be 
regarded as an art developed since the introduction 
of anesthesia and asepsis. The study of pathology 
in living tissue has made possible deductions of 
great value in the treatment of surgical diseases. 
The discoveries of medicine, the increase in labor- 
atory facilities, and the development of training 
schools for nurses have all helped to advance the 
art. 

It is gradually being realized that operations 
may be more safely performed in many instances 
by preliminary preparation of the patients and 
by dividing certain operations into stages. When 
these points are more thoroughly appreciated, there 
will be a further reduction in surgical mortality. 

The details of pre-operative preparation are given 
for the various types of goiter requiring surgical 
treatment, for diabetes mellitus, gastric ulcer and 
carcinoma, chronic jaundice, benign and malignant 
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conditions of the large intestine, acute abdominal 
conditions, such as acute obstruction and acute 
appendicitis, acute pelvic conditions, and diseases 
of the prostate. The advisability of combining 
radium treatment and surgery in certain instances 
and the status of anesthesia as a factor in surgical 
mortality are discussed. 

The point is particularly emphasized that sur- 
geons should appreciate the importance of good 
judgment in the selection of patients for operation, 
the proper preparation of such patients, and the 
selection of an operation which may be performed 
without a fatal termination. 


Mills, R. G.: The Incidence of Postoperative 
Catheterization in the Johns Hopkins Hospital. 
Ann. Surg., 1924, 1xxix, 813. 

The cases reviewed were treated on the surgical, 
gynecological, and urological services, and include 
practically all those operated upon between June 1, 
1918, and February 15, 1920. 

The operations are divided into fourteen groups 
and extensive records are presented. The results 
may be summarized briefly as follows: 


Patients Patients 
No.of  catheter- void- 
operations _ ized ing 
7° 9 61 
go I 


Group Part Operated Upon 


Penis, scrotum, perineum.......... 
Vagina, female perineum (except 
dilatation and curettage) 101 
Female pelvic organs (abdominal 
operations) 321 
Dilatation and curettage of uterus. . 70 
Inguinal and femoral herniz, both . 
182 


Kidney, ureter F 88 
Abdomen (not gynecological) 420 
Chest, abdominal wall, back, hips. . 130 
67 

200 


tonsils, adenoids) 475 7 
Mastoid P 39 I 
Tonsils and adenoids 230 ° 


Catheterization was therefore done after oper- 
ation in 12.38 per cent of the cases. A similar 
report of cases from St. Luke’s Hospital, made nine 
years previously, gave the total percentage as 11.94. 

Women are more liable to bladder disturbances 
than men, as is shown by the figures in Group 8, in 
which the operations and treatment were the same. 
In this group, 3.1 per cent of the men and 23.1 per 
cent of the women required catheterization. It 
appears that nervous irritability and bladder diffi- 
culties after operation are very commonly associ- 
ated. 

The percentage of white patients catheterized 
was 10.9, and of colored patients, 12.1. The average 
capacity of the bladder is 400 c.cm. The voided 
specimens are nearly always larger in amount than 
the catheterized specimens. Pushing fluids before 
operation and the giving of water soon after oper- 
ation are both helpful in preventing cystitis. Bladder 
injury is more often due to trauma or external influ- 
ences than to injury from the catheter. An impor- 
tant factor in the causation of cystitis is residual 
urine. Crayton F, Anprews, M.D. 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Garlock, J. H.: Infections of the Hand. Surg.,Gynec. 
& Obst., 1924, Xxxix, 165. 


This article consists of an analysis of 460 hand 
infections of all types and a discussion of the treat- 
ment and end-results. In ninety-seven (20.4 per cent) 
of the cases the condition was a simple abscess or 
cellulitis. These conditions are usually diagnosed 
without difficulty. The abscesses were treated by 
simple incision and the diffuse infections were 
treated conservatively with fomentations. The end- 


results were good. In twenty cases there were 
simple subepithelial abscesses which cleared up 
when the detached epithelium was removed. 


Forty-two cases presented “collar button” abscesses, 
subepidermal accumulations of pus communicating 
through a narrow sinus with a deeper, subdermal 
collection. These abscesses differ from simple sub- 
epidermal abscesses in that the surrounding area of 
redness and swelling is wider, there is induration at 
the region of maximum tenderness, and the patient 
complains of a severe throbbing pain. The treat- 
ment consists in exposing the superficial pocket and 
incising the sinus widely enough to drain the deeper 
pocket. In two cases in this group depressed, 
tender scars persisted. 

Of forty cases of paronychia twenty-one were 
incomplete and sixteen complete. The former were 
treated by excision of the corner and side of the nail 
base and the latter by removal of the entire detached 
portion of the nail. Ridged nails resulted in three 
cases. 

Carbuncles, which may develop on any part of 
the hand containing hair follicles, occurred in 
thirty-eight cases in the series. These differ from 
simple abscesses in having multiple sinuses about a 
necrotic core and causing more marked and exten- 
sive induration. In the treatment, crucial incisions 
are made extending beyond the limit of infiltration 
and flaps are elevated from the underlying tissues. 
In only two cases were there permanent functional 
disabilities which prevented the full flexion of a 
finger. 

Felons, or infections of the anterior closed space 
of the distal phalanx, were found in sixty-two cases. 
In this group, the intense throbbing pain is impor- 
tant in the diagnosis. The distal phalanx is at first 
tense; later it becomes indurated and tender, and 
finally, boggy, fluctuant, and insensitive. The rest 
of the finger is usually not involved. Osteomyelitis 
occurred in one-third of these cases. In nine there 
was permanent disability, and in two. of these 
amputation was necessary. 

Abscesses of the thenar and hypothenar eminences 
were relatively unimportant, being found in only 
3 per cent of the cases. All resulted from a direct 
puncture-wound inoculation and all were controlled 
by simple incision. 

In the five chronic staphylococcic infections in 
the series the continuation was due to a local 
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cause and healing occurred when the local caus: 
was removed. 

Suppurative tenosynovitis is a condition of ex. 
treme importance demanding early diagnosis and 
prompt, intelligent treatment. In the forty-two 
cases studied the original injury was so slight that it 
was overlooked by the patient. Severe throbbing 
pain is felt in the entire finger and hand, the finger 
is held rigidly semiflexed, and motion is very painful, 
The entire finger and the sides of the adjacent 
fingers are swollen, tenderness is exquisite over the 
course of the tendon sheath, especially over the 
proximal end, and extension of the finger causes 
intense pain which is most severe at the proximal 
end of the sheath. The amount of systemic reaction 
depends upon the nature of the infecting organism. 

In the treatment of these cases, an Esmarch 
bandage should be used to obtain a bloodless field 
for operation, a general anesthetic should be ad- 
ministered, and the patient should be kept in bed 
until the infection is controlled. Lateral incisions 
are best, and healing is more rapid if they are seg- 
mented. Sometimes, however, they must be made 
continuous in order to obtain adequate drainage. 
Drains are unnecessary and usually contra-indicated 
In the postoperative dressing great care must be 
taken to prevent secondary infection from without. 
Early active and passive motion, heat, mechanical 
devices to promote mobility, and careful dressing 
will aid in conserving the function of the fingers. 

In some of the cases extension of the infection 
occurred to the ulnar and radial burse and_ the 
thenar and middle palmar fascial spaces. Later 
complications consisted of sloughing of tendons, 
osteomyelitis of the phalanges, and suppurative 
arthritis. The incidence of tendon necrosis is 
proportional to the delay of treatment. In six of 
the forty-two cases there was complete restoration 
of function, but in the remaining thirty-four there 
was some permanent impairment. In nine, partial 
or total amputation was necessary. 

There were twelve cases of suppurative ulnar 
bursitis. In eight, the condition was an extension 
of tenosynovitis of the little finger, and in four 
was due to radial bursitis. The diagnosis requires 
a knowledge of the pathology present before the 
extension occurred and proper evaluation o/ the 
findings. In three of these twelve cases the suppura- 
tion extended to the middle palmar space; in five 
it ruptured proximally, causing deep forearm ab- 
scesses; and in four it extended to the radial bur- 
sa. In the treatment, adequate, properly placed 
incisions are essential. Drainage is not necessary 
after the first twenty-four hours. In four of the 
cases there was impairment of the function o! the 
wrist joint, and in seven, limitation of motion in 
the fingers. 

There were ten cases of radial bursitis, four result- 
ing from tenosynovitis of the thumb, four trom 
ulnar bursitis, and two from infected traumatic 
amputations of the thumb. In four of these the 
condition extended to the ulnar bursa, and in four 
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i the thenar space. In four others it ruptured at 
the proximal end of the sheath. In none was there 
permanent impairment of wrist joint function, but 
infour there was some loss of mobility in the thumb. 
Seventeen cases of thenar space infection were cured 
yithout pe manent impairment. In such cases an 
incision should be made over the first dorsal inter- 
gsseous space, parallel with the middle of the second 
metacarpal bone, an artery clamp should be inserted, 
and the thenar space opened widely. A soft rubber 
jrain may be used to keep the incision open until 
healing takes place. 

Infections of the middle palmar space are fre- 
quently overlooked or incorrectly diagnosed. Loss 
of the concavity of the palm with only relative 
immobility of the fingers and induration and tender- 
ness most marked ovef the anatomical position of 
the space, are the diagnostic features. An adequate 
properly placed incision is extremely important. 
The method described by Kanavel is recommended. 
Recovery is usually prompt, and in uncomplicated 
rases usually complete. 

There were nine cases of deep forearm infection, 
five due to extension from ulnar bursitis and four 
irom radial bursitis. These abscesses develop 
between the flexor profundus and pronator quad- 
ratus muscles, and extend along the interosseous 
membrane and intermuscular septa. As a rule the 
diagnosis is not difficult. Lateral incisions are 
preferable. Complete recovery resulted in eight 
of the nine cases. 

Secondary osteomyelitis was present in twenty- 
nine cases. In twenty-one it developed in the distal 
phalanx as the result of a felon, and in eight was 
secondary to tenosynovitis. In four of the latter 
amputation was necessary. The diagnosis is based on 
the history, the course, the presence of sinuses, the 
demonstration of ‘‘bare bone”’ by probing, and the 
X-ray findings. In the treatment, conservatism is 
frequently advisable, but extensive involvement 
demands amputation. 

The cases reviewed included also two of extensor 
tendon sheath infection, two of palmar fascia 
infection, and four of phlegmonous lymphangeitis. 
Four of these patients died, two recovered with fair 
junction, and one recovered completely. The 
treatment consisted in multiple incisions, irrigations 


with Dakin’s solution, blood transfusions, and 
measures to maintain the fluid level of the body. 
L. M. ZimMERMAN, M.D. 
ANAESTHESIA 


Lundy, J. S.: The Comparative Value of Ethylene 
as an Aneesthetic. /. Am. M. Ass., 1924, |xxxiii, 
359. 


The author reports upon two series of cases in 
which ethylene was used for the induction of 
anwsthesia—one from the Mayo Clinic without 
routine blood pressure records, and the other from 
Seattle, Washington, with routine blood pressure 
records. 
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The properties and the method of using ethylene 
are described. The Seattle model of the Gwathmey 
apparatus is recommended, especially for obstetrics. 
The advantages of ethylene include rapid induction 
of analgesia and anesthesia with relaxation and 
without cyanosis. The importance of avoiding cy- 
anosis is emphasized. The use of ethylene is not 
followed by prostration. 

The disadvantages of ethylene are: 

1. Its inflammability. This is no greater than 
that of ether. 

2. Its odor. The unpleasantness of the odor 
may be overcome by adding an agreeable scent to 
the gas as it passes through the mixing chamber; 
by using a dilute mixture of ethylene and oxygen 
for induction; or by using nitrous oxide and oxygen 
for the induction of the anesthesia and ethylene 
and oxygen for its maintenance. 

3. Headache. This occurs also occasionally after 
nitrous oxide anesthesia. 

4. Nausea and vomiting. 
mild and of short duration. 

5. Irritation of the respiratory passages. This is 
rare, but may result from prolonged re-breathing. 

6. Temporary inhibition of respiration. This 
sometimes follows the administration of a concen- 
trated mixture of ethylene-oxygen following induc- 
tion with nitrous oxide; cyanosis develops rapidly, 
but is overcome by the administration of oxygen. 

7. Excessive oozing. This occurs only occasion- 
ally. 

Patients with acute peritonitis do not yield to 
ethylene-oxygen without ether. 

No one agent is satisfactory in every instance 
Ethylene has a definite place of its own. It does not 
entirely supplant nitrous oxide and ether, but, on 
the other hand, nitrous oxide and ether do not fulfill 
all of the requirements of anesthesia. 

In obstetrics, ethylene may be blended with other 
anwsthetic agents to produce the effect desired at 
the different phases. For its proper blending, the 
Seattle model of the Gwathmey apparatus is 
recommended. During the part of labor when the 
cervix is being dilated the author has found the 
action of nitrous oxide and oxygen more satisfactory 
than that of other agents. As the head comes to 
rest on the perineum and the pains are reinforced 
by voluntary effort a small amount of ethylene 
may be added to the nitrous oxide with good effect. 
As labor progresses the anesthetic mixture may be 
changed to ethylene and oxygen only, with about 
15 per cent of oxygen. As the head is delivered a 
rather concentrated mixture of ethylene and oxygen 
(5 to 10 per cent oxygen) may be used. True anes- 
thesia can be produced quickly with this mixture, 
the pains terminated rapidly, and extensive lacera- 
tions avoided. The baby cries almost immediately 
after delivery. 

The advantages of ethylene are most striking in 
cases which are poor risks. When a mixture of 75 
per cent ethylene and 25 per cent oxygen is used 
patients who are poor risks relax satisfactorily. 


These are usually 
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In a study of 163 complete anesthesia records, 
including records of the blood pressure, etc., it was 
found that there was some straining during opera- 
tion in 19 per cent of the cases, no postoperative 
vomiting in 72 per cent, slight vomiting in 26 per 
cent, and excessive vomiting in 0.5 per cent (one 
case). Shock developed in less than 3 per cent. At 
the close of the operation, 82 per cent of the patients 
were in excellent condition although only 73 per 
cent were primarily good risks. The operations 
were those commonly performed in the field of 
general surgery. 

The youngest patient operated upon was 16 days 
old and the oldest 82 years; both were subjected to 
laparotomy. There were no anesthetic fatalities or 
near-fatalities. Of the six patients who were desper- 
ate risks, only two died following the operation. 
In the entire series of cases there were only six 
deaths during the convalescent period of two 
weeks, and none of these could be attributed to the 
anesthetic. 


Baumann, M.: A Case of Death from Scopolamine 
(Scopolamintodesfall). Zentralbl. f. Chir., 1924, li, 
223. 

The case reported was that of a woman 52 years 
old who was operated upon for hemorrhoids under 
local anesthesia induced with 2.6 cgm. of pantopon, 
4 dmgm. of scopolamine, and 0.3 gr. of novocaine. 
Two hours after the operation respiration became 
progressively slower, but the pulse continued good. 
By means of artificial respiration, spontaneous res- 
piration was re-established after an hour, but three 
hours later breathing again became slower and shal- 
low. 


Autopsy revealed no organic changes. Novocaine 
poisoning was ruled out by the late appearance of 
the intoxication and by the absence of character- 


istic symptoms of that condition. The pantopon 
could have had no more than an adjuvant affect. 
The conclusion was therefore drawn that death was 
due to respiratory paralysis caused by the scopola- 
mine. 

In the cases of two elderly women death occurred 
also a few hours after a difficult gall-stone operation, 
but in these cases either operative shock or inhala- 
tion narcosis might have been responsible. 

On the basis of his experience the author advises 
caution in the use of scoploamine and recommends 
that it should not be used at all for small operations, 
and for more serious operations the largest amount 
employed should be 4 dmgm. instead of 6 dmgm. 

SonnTac (Z). 


Hillman, O. S.: Splanchnic Analgesia. Lancet, 1924, 
cCvll, 9. 

Operations on the upper abdomen are attended 
with a high mortality chiefly because of chest com- 
plications and shock. The former are due to pro- 
longed inhalation anesthesia and restriction of the 
respiratory movements, and the latter to repeated 
harmful stimuli passing to the centra /nervous sys- 
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tem by way of the semilunar ganglia and splanch- 
nic nerves. It is to reduce these dangers that the 
author uses splanchnic analgesia. 

The patient lies on his side with a pillow under the 
loin to prevent sagging of the spine. The first 
lumbar vertebra is then identified and on a level 
with, and 7 cm. external to, the vertebra a cuticular 
wheal is raised with 1 per cent novocaine. Through 
this wheal a 12-cm. needle is introduced and pushed 
upward at an angle of about 45 degrees to the median 
plane so that it rests in front of the vertebra. Here, 
30 c.cm. of 1 per cent novocaine are injected. The 
needle is then withdrawn into the subcutaneous 
tissues, its direction being changed so that it lies 
along the anterolateral aspect of the second lumbar 
vertebra, and 15 c.cm. of novocaine are injected. 
The same procedure is repeated on the opposite side, 


the splanchnic nerves and semilunar plexus being | 


bathed by 90 c.cm. of novocaine. Cceliac blocking 
does not diminish the sensibility of the abdominal 


wall; anesthesia is produced either by an abdominal 
or by a paravertebral field block. A first-stage ether | 


narcosis is also induced unless there is a definite 
contra-indication to general anesthesia. 

The author has used splanchnic analgesia success- 
fully in eighteen cases. He cites as its advantages 


that it may be employed when general anesthesia is © 
inadvisable, it is associated with quiet respiratory — 
movements, it does not cause shock, and it is fol- © 
lowed by less postoperative vomiting than the other _ 


types of anesthesia. 


The chief disadvantage of this type of anesthesia | 
is that it requires more time and skill than other © 
types, but this is greatly outweighed by its distinct © 


benefit to the patient. 
GeorcE R. McAuttrr, M.D. 


Labat, G.: The Induction of Splanchnic Analgesia. — 


Ann. Surg., 1924, xxx, 161. 


Splanchnic anesthesia is applicable to surgery of 
the upper abdominal organs and kidneys and is 
especially valuable in cases which are poor risks. 
It is induced by the anterior route or better, by the 
posterior route, by depositing the anesthetic solu- 
tion around the splanchnic nerves and semilunar 
ganglia which lie either on the disk between twelfth 
dorsal and first lumbar or the first and second 
lumbar vertebre. 

The site of the posterior injection is located by 
identifying the lower border of the twelfth rib and 
then selecting a point on this costovertebral line 
7 cm. from the mid-plane of the body. If the rib is 
difficult to outline, the injection level is determined 
by locating the spinous process of the first lumbar 
vertebra which generally passes across the body of 
that vertebra. ; 

After the point has been selected the needle 1s 
inserted at an angle of 30 to 40 degrees for a distance 
of ro to 12 cm. until it is felt to glide along the 
anterolateral wall of the vertebra without scratching 
the periosteum. If the angle is less than 30 degrees 
there is danger of injuring the renal pedicles or 
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nsfixing the kidney, and if it is more than 45 
grees there is danger of reaching the interverte- 
yal foramen and entering the spinal canal. When 
he needle is introduced in a plane exactly trans- 
verse to the body there is no chance of wounding the 
nal pedicles as they lie the full height of one 
vertebra below the solar ganglia. The pleura gener- 
ily lies so high that there is little danger of travers- 
ig it and there is no danger of puncturing the 


lung. 

The patient is given a preliminary hypodermic 
injection of 1/6 gr. of morphine and 1/300 gr. of 
gopolamine one hour before operation, and if 
necessary this is repeated at the time of operation. 
\t the site of the posterior injection 40 c.cm. of 0.5 


per cent neocaine with adrenalin are given on each 
side and 120 c.cm. are used for the anterior abdomi- 
nal field block. The operation is then begun almost 
at once. Between the posterior and anterior anes- 
thetized areas lie lateral zones of normal sensibility 
where all manipulations must be done very gently. 
Immediate unpleasant effects, such as pallor, cold 
sweats, and nausea, are due to a decrease in the 
blood pressure, but are neither common nor alarming. 

Splanchnic anesthesia is recommended because it 
is followed by a better postoperative condition, less 
shock, and less danger of pulmonary complications, 
and because it leaves the liver and the central 
nervous system undisturbed. 

GeorcE R. McAuttrr, M.D. 
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ROENTGENOLOGY 


MacKee, G. M., and Andrews, G. C.: Coolidge 
Tube Quantitative Variations. Am. J. Roent- 
genol., 1924, X, 525. 

Coolidge and Kearsley have demonstrated that 
the energy output from different Coolidge tubes 
operated under identical conditions shows consider- 
able variation. A quantitative estimation was made 
by means of ionization, the most sensitive and most 
accurate method of measuring roentgen radiation. 
In the combined series of seventeen tubes of ‘‘uni- 
versal type”’ (broad and medium focus) the extreme 
difference between tubes was 66.5 per cent without 
filtration and 12.9 per cent with filtration (3 mm. 
of aluminum; 9 in. blunt point gap). Unfiltered 
roentgen radiation has been employed, however, 
for many years in heavy therapeutic doses estimated 
by the usual practical methods and has given results 
that show satisfactory uniformity. 

The authors carried out experiments in an attempt 
to ascertain whether energy variations from different 
“universal’’ Coolidge tubes can be detected by 
skin effects. In these investigations different areas 
of skin of a number of subjects were exposed under 
identical conditions to mild erythema and epilation 
doses of filtered and unfiltered rays and with dif- 


ferent tubes and checks of these tubes made with- 


ionization measurements. 

The reactions varied only slightly, if at all, and 
in each case the variation coincided with the vari- 
ation of dosage as determined by the ionization 
method. The comparative biological reactions, 
however, were not nearly as great as would be 
assumed from the percentage variation of the 
different tubes. The ionization results obtained by 
the authors differed from those obtained by Coolidge 
and Kearsley. The latter determined a maximum 
intensity variation of 87.5 per cent with unfiltered 
radiation, and of only 12.9 per cent with a filter 
of 3 mm. of aluminum. The authors obtained a 
maximum difference of 57.8 per cent with unfiltered 
radiation, and of 75.7 per cent with 3 mm. of 
aluminum. Possibly this difference may be explained 
by unavoidable inaccuracies in the determination of 
the ionization measurements, differences in the 
location of the ionization chamber, or the fact that 
lower voltages were used in these experiments than 
those used by Coolidge and Kearsley. 

The authors summarize the results of 
experiments and their conclusions as follows: 

1. Ionization experiments with an iontoquanti- 
meter show considerable variation of energy output 
from different Coolidge tubes. 

2. Experiments on the skin show a variation of 
output from different Coolidge tubes. However, 


their 


judging from visible skin effects alone, the dilicrenc 
is not great. 

3. A difference of energy output amounting to 
57.8 per cent (as estimated by ionization) causes 
very little difference in the visible cutancous 
reaction. 

4. The manufacturer should classify therapeutic 
tubes according to the ionization estimation of the 
energy output. 

5. The indirect technique used by dermatologists 
in America is the most accurate yet devised and is 
sufficiently reliable for practical purposes. 

ApoLteH Hartunc, M.D. 


Sutherland, C. G.: Shadows of Calcified Areas in 
the Bony Pelvis. Radiology, 1924, iii, 69. 

In the X-ray examination of the kidney, ureter 
and bladder, the roentgenologist encounters. asid 
from the shadows of calculi in. the urinary tract, an 
interesting variety of ray-opaque bodies the nature 
of which taxes his diagnostic skill. Ray-opaque shad- 
ows in the bony pelvis outside of the bladder area 
are comparatively rare; excluding the small concre- 
tions that form in the veins and venous plexuses 
which are commonly reported as phleboliths and are 
evident in about 37.6 per cent of cases. Such shadows 
have been noted in the Mayo Clinic during the past 
five years in only 0.014 per cent of the total number 
of examinations. Masses of foreign material in the 
bowel, particularly remnants of barium remaining 
from the enema or the ingested meal, may caus: 
shadows resembling those of calcified tumors, but a 
re-ray after thorough evacuation of the bowel con- 
tents will reveal their true nature. 

The author collected fifty roentgenograms o! 
fifty patients showing ray-opaque shadows in the 
bony pelvis; only thirteen of the fifty patients had 
been operated upon. A comparison of .the roent- 
genograms with the surgical findings was made in 
an attempt to establish the characteristics of 
different types of tumors. Of the thirteen patients 
operated upon, eight had had fibromata of the 
uterus; one, a fibromyoma of the left ovary with 
corpus hemorrhagicum of the right ovary; one, a 
partially calcified pyosalpinx containing putty-like 
material; one, ovarian dermoids containing rudi- 
mentary teeth; one, calcification of the ovary; and 
one, a diverticulum of the bladder containing 4 
calculus. 


Wakeley, C. P.G.: Some Actions of Radiations on 
Living Tissues. Brit. J. Surg., 1924, xii, 135 


Observation of the hands of persons working with 
the X-rays or radium confirmed the conclusion 
that, with one exception, radium and X-ray derma- 
titis are exactly similar, both clinically and _ histo- 
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logically. The exception is the subungual hyper- 
keratosis seen in radium dermatitis. 

In experiments the author studied the effect of 
radiation on the developing chick embryo and the 
skin of the frog tadpole. When the irradiation was 
given before incubation and for several days there- 
alter (cight days in all), its effect was inhibitory and 
depended more on its quantity than on its quality. 
When incubation was allowed to progress for nine- 
ty hours before radiation and then X-ray exposures 
were given for three successive days, the effect 
seemed to be one of stimulation. These investiga- 
tions are still going on. 

The skin of tadpoles given varied doses of the 
X-ravs was examined histologically. No changes 
were noted except after the largest doses, when 
there was a slight but definite hyperplasia. Irradi- 
ation in the presence of colloidal silver caused much 
more rapid and profound changes. 

The destructive effect of the X-rays and the 
gamma rays of radium on the endothelial lining of 
the blood vessels, on the blood cells (especially the 
lymphocytes), and on the mucous membrane of the 
intestines are known and must be taken into con- 
sideration in outlining treatment. The blood of 
persons who work with radium and the X-rays 
should be studied at frequent intervals. 

Wakeley made histologic studies also in several 
cases in which specimens of malignant neoplasms 
were obtained before and after radiation. In every 
case there was a marked fibrosis after radium treat- 
ment, and in one case the cells showed signs of de- 
generation. 

No single theory can explain all of the phenomena 
due to radiation. Probably one of the effects is a 
disturbance of the colloidal equilibrium of the cells 
with consequent devitalization. If this is not car- 
ried too far, the cell may recover, but if it exceeds 
certain limits the damage is irreparable and the 
intracellular enzymes may then complete the de- 
struction of the devitalized cell protoplasm. 

Cuarces H. Heacock, M.D. 


Minot, G. R., and Spurling, R. G.: The Effect 
on the Blood of Irradiation, Especially Short 
Wave Length Roentgen-Ray Therapy. Am. J. 
VW. Sc., 1924, clxviii, 215. 

The authors review the literature on the effects of 
irradiation on the blood and give a bibliography of 
seventy-eight references. All observers agree that 
following radiation there is a reduction in the 
number of white cells, especially the lymphocytes. 

lhe basis of the authors’ study was fifty-six 
treatments given to forty-two patients. Particular 
attention was paid to twenty-two cases given 
thirty-six intensive short wave length treatments. 

In every case the clinical diagnosis was malignant 

neoplasm and in most instances the growth was 

believed to be a carcinoma. 

Leucopenia and lymphopenia were observed. 
When short wave lengths were used, the changes 
were more rapid, marked, and persistent. On the 


5°05 


average, the lowest count occurred on the sixth day. 
The leucopenia usually persisted for nine days; its 
longest duration was thirty-one days. Repetition 
of the treatment before the leucocytes have returned 
to, and remained at their original level for some time 
causes a more pronounced and prolonged leucopenia 
and lymphopenia than that following the first 
treatment. 

Other blood changes noted were: (1) an eosino- 
philia occurring from two to three weeks after the 
deep therapy; (2) the appearance of many degen- 
erated forms of white cells, especially in the first 
three days; (3) an increase in the immature white 
and red cells; and (4) a slight increase in the platelets 
after radiation followed by a decrease. No impor- 
tant change was observed in the erythrocytes o1 
hemoglobin. In one patient, the platelets dropped 
to 100,000 per c.mm. Combined with leucopenia, 
this decrease in the platelets may be an index of 
greater bone-marrow depression. 

At least three factors seem to influence the in- 
tensity and duration of the blood changes, viz.: 
(1) the condition of the blood at the time of irradi- 
ation; (2) the size, intensity, and character (wave 
lengths) of the dose administered; (3) and the sur- 
face irradiated. The greater the surface area irradi- 
ated, the greater will be the effect on the white 
blood cells. 

While depression of the lymphatic and hama- 
topoietic systems is undesirable, it seems to occur 
without a detrimental effect and is offset by the 
benefits derived from the irradiation. The authors 


-conclude that a white-cell count should be made 


before X-ray treatment, especially if a previous 
treatment has been given. If the white cells are 
fewer than 5,000 per cubic millimeter, a more 
complete study of the blood-forming tissues should 
be made. Then, in deciding whether or not to treat 
the patient, it must be determined whether the bene- 
fits of treating the lesion will more than offset the 
probably serious damage to the hematopoietic 
system. Cuartes H. Heacock, M.D. 


Stettner, K.: Combined Roentgen Treatment of 
Surgical Tuberculosis (Zur kombinierten Roent- 
genbehandlung der chirurgischen ‘Tuberkulose). 
Deutsche med. Wcehnschr., 1924, 1, 271. 

The author discusses the results of the treatment 
of tuberculosis of the bones, joints, and soft tissues 
in the adult. Cachectic patients were first strength- 
ened by general treatment because roentgen appli- 
cations are detrimental to the weakened organism. 
Joints were immobilized. Allergy was tested to ar- 
rive at the prognosis. Marked allergy nearly al- 
ways indicates that the prognosis is good. 

The raying was done every three weeks, first with 
doses from one-fifteenth to one-tenth the erythema 
skin dose and later with stronger doses up to one- 
fifth the erythema skin dose. To obtain homo- 
geneous radiation of the joints a wooden trough 
filled with moist sawdust to form a cube or rhombus 
of known diameter was used. 
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The raying was supplemented by inoculation by 
Ponndorf’s or Moro’s method or with old tuberculin. 
Hospitalization for several weeks was necessary. 
In cases of tuberculosis of the soft parts the duration 
of the treatment ranged from six to eight weeks, 
while in cases of tuberculosis of the joints it ranged 
from five to six months. Healing occurred in 55 per 
cent of the cases of bone and joint tuberculosis and 
in 80 per cent of the cases of tuberculosis of the soft 
parts. Cart (Z). 


Stenstrom, W.: Experience with a Water-Cooled 
X-Ray Tube for Deep Therapy. J. Cancer Re- 
search, 1924, viii, 285. 

One of the first water-cooled roentgen-ray tubes 
capable of handling as much as 50 ma. at 250,000 
volts was furnished the State Institute for the 
Study of Malignant Disease at Buffalo, N. Y., and 
has been used for deep therapy work there since the 
beginning of this year under the following running 
conditions: 200 kv. peak, 30 ma., 0.48 mm. copper 
filter. The installation, running conditions, and 
arrangements for treatment are briefly described. 

The tube has been running as long as six hours a 
day and for more than one hundred and fifty hours 
altogether without any change. It has never given 
any trouble, it is easy to handle, and it runs with 
less relative fluctuation of voltage and current than 
the 8-ma. high-voltage Universal type tube. 

Measurements with ionization chambers have 
shown that nearly the same effective wave length 
and the same depth dose are obtained with 30 ma. 
as with 8 ma.; that the distribution of the radiation 
at a focus-skin distance of 40 cm. or more is practi- 
cally the same for the water-cooled tube as for the 
Universal tube; and that 100 ma.-min. obtained with 
30 ma. produce approximately the same roentgen- 
ray radiation as 75 ma.-min. obtained with 8 ma. 

Up to the present time there has been no indica- 
cation that better results are obtained with long 
treatments than with short ones. The improvements 
which usually follow from one to two months later 
seem to be about the same for 30 ma. as for 8 ma. 
It has not yet been determined whether the clinical 
results will be better or worse after the short intense 
treatments given with this tube than after those 
requiring a longer time, but the roentgen-ray sickness 
immediately following the treatment is less. The 
erythema of the skin is produced by a slightly 
smaller dose as measured by the ionization chamber 
when 30 ma. are employed than when 8 ma. are 
used. ApotpH Hartunc, M.D. 


Mitchell, W., Handley, S., Cooper, G., and Others: 
Discussion on the Clinical Results of Deep 
X-Ray Therapy. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Electro-Therap., 23. 


MITCHELL based his remarks upon 133 cases 
treated during the past year. Forty-eight of these 
were hopeless, and forty-one were cases of post- 
operative recurrence. While the cures were few, 
practically all except the cachectic patients received 


INTERNATIONAL ABSTRACT OF SURGERY 


temporary benefit and relief from pain. It appeared | 


that the condition of cachectic patients was made 
worse. 
HANDLEY cited three cases of failure in which some 


degree of success was expected, and one or two cases | 


in which good results were obtained when failure 
seemed certain. He believes that the medium dose 
between that which is inadequate for an effect on 
the growth and that which is harmful to the patient 
has not yet been determined exactly. 

CoopER stated that deep X-ray therapy has 
proved more beneficial in malignant disease than 
any other non-operative measure. 
influence the response to radiation are the amount 
of metastasis, the situation of the growth, the 


patient’s condition (especially the condition of the 7 
blood), the nature of the neoplasm, and the amount © 
The best results had been | 
obtained in the treatment of genito-urinary con- 7 


of radiation given. 


ditions, pelvic conditions, primary glandular en- 


largements, and carcinoma of the parotid and thy- : 


roid glands. 


KNox cited the case of a man who had been 
operated upon for the removal of a carcinomatous © 
Later a large abdominal metastasis de- | 
veloped but disappeared under deep X-ray ther- | 


testicle. 


apy. Still later (one year ago) large metastatic 


recurrences which developed in the neck and © 
mediastinum and were associated with pleural © 
Today, six | 


effusion, responded well to radiation. 
years after his operation, the patient is able to 


work. Knox believes that rays of a lesser potency | 
than those directed on the original growth have a 7 
stimulating effect on any secondary growths they | 


may reach. He reported a case supporting this 
view. 

Morton and WEss both favor the single massive 
dose. Morton and Fivzi stated that in their opinion 
too much stress is being laid on possible damage to 
the blood cells. 
radiation sickness. 

MARTINDALE attributed the low incidence of 
radiation sickness in her cases to the fact that the 
patients are prepared in the same manner as for an 
abdominal operation. 

TURRELL expressed the opinion that at the meno- 
pause deep X-ray treatment for fibroid is contra- 
indicated. He believes that small repeated doses 
are less apt to injure the endocrine glands. 

Cartes H. Heacock, M.D. 


Wood, F. C.: Limitations in the Radiotherapy of 


Cancer. J. Cancer, 1924, iii, 156. 


Of late years there has been a reaction to the op- 
timism with which radiation therapy was at first 
received. The belief is even widespread that the 
treatment is useless. The author summarizes some 
of the limitations for the medical profession in gen- 
eral from the viewpoint of the radiotherapist as 
follows: 


1. The reaction of a neoplasm depends upon the | 


amount of radiant energy that can be delivered to it. 





Factors that | 


Finzi uses chloretone to prevent 


The! 
are I 
be d 
supe 
essa 
deliv 
2. 
neul 
the 
ene 
a 
caus 
alre: 
row. 
radi 
psy¢ 
3. 
tum 
the 
can 
jury 
syst 
4 
ofr 
dra 
say 
will 
con 
the 
I 
sho 
mal 
tha 
cho 
tial 
of | 
anc 
sul’ 
wit 
tio! 


peared 
} Made 


h some 
0 Cases 
failure 
n dose 
ect on 
atient 


y has 
- than 
- that 
nount 
1, the 


of the F 
nount § 


been 


 con- § 
r en- & 


thy- a 


been 


atous § 
s de- 7 
ther- § 


static 
and 


eural § 
r, six | 
le to | 


ency 


ive a 5 


they 
this 


ssive 
inion 
Ze to 
‘Vent 


e of 
- the 
yr an 


eno- 
itra- 
loses 


PHYSICOCHEMICAL METHODS IN SURGERY 


There is no evidence to show that short wave lengths 
are more effective than the longer ones, but they can 
be delivered to deep lesions with less injury to the 
superficial structures. In accessible tumors the nec- 
essary amount of radiant energy can be most easily 
delivered by the insertion of radium. 

2. Some persons bear radiation badly. Certain 
neurotic persons experience such an exaggeration of 
the usual symptoms of radiation sickness that their 
general condition is made worse. In the cases of 
cachectic patients the treatment is often fatal be- 
cause of the effect of scattered radiation on an 
already fatigued and poorly functioning bone mar- 


row. In these cases of neurotic patients only light 


radiation should be given for its palliative and 
psychic effect. 

3. Radiotherapy is limited by the site of the 
tumor in relation to other important structures of 
the body. For example, it is difficult to radiate a 
cancer of the stomach without inflicting serious in- 
jury on the liver, pancreas, adrenals, or sympathetic 
system. 

4. The biology of the tumor influences the results 
of radiotherapy. While a few general rules may be 
drawn regarding radiosensitivity, it is impossible to 
say definitely what the response of a given tumor 
will be. There is no such entity as a cancer or a sar- 
coma dose; therefore, at the present time, all radio- 
therapy is largely empirical. 

In conclusion Wood states that while surgery 
should be the treatment in all cases of operable 
malignant tumors, it is just as emphatically true 
that radiation therapy should be the method of 
choice for all cases of inoperable neoplasms as par- 
tial surgery is worse than useless. The present field 
of radiation is the palliation of inoperable tumors 
and postoperative prophylactic treatment. The re- 
sults are often so good that we may look forward 
with confidence to greater achievements in this direc- 
tion. Cartes H. Heacock, M.D. 


Cameron, A. T., and McMillan, J. C.: Roentgen- 
Ray Sickness and Chloride Retention. Cana- 
dian M. Ass. J., 1924, xiv, 679. 

Roentgen-ray therapy in massive doses produces 
a definite lowering of urine excretion and a definite 
chloride retention when the epigastrium is rayed. 
Radiation of other parts of the body produces a 
less marked effect. 

When epigastric radiation is given in cases in 
which the previous chloride retention was low, the 
tendency to sickness is greater, other factors being 
equal. 

Preliminary feeding with sodium chloride daily 
to raise the chloride excretion to 10 gm. or more per 
day before treatment is begun and continued feeding 
during the treatment prevents or lessens the sick- 
ness. 

The blood chlorides are not invariably affected, 
but sometimes are decreased. 

Several illustrative cases are cited. 

Cartes H. Heacock, M.D. 


MISCELLANEOUS 


Von Schroetter, H.: Recent Studies on the Effects 
of Light and Heat on the Organism: A Critical 
Review (Neuere Arbeiten ueber die Wirkung der 
Light- und Waermestrahlen auf den «Organismus: 
Kritisches Referat). Strahlentherapie, 1923, xvi, 96. 


Sonne demonstrated that the heating of the blood 
in the subcutaneous tissues is caused chiefly by the 
visible light and that the ultraviolet rays are ab- 
sorbed by the superficial vascular layers of the skin. 
Therefore the thermic effects of these two types of 
ray differ according to the depth of the layer. 

The results obtained in animals from a light bath 
(a rise in the general temperature of as much as 2 
degrees) are applicable to man only when the nor- 
mal heat-regulating apparatus is disturbed. 

In judging an isolated effect it must be borne in 
mind that 35 per cent of the visible light and of the 
inner infra-red is lost by reflection, while the outer 
infra-red is entirely absorbed. Sonne ascribes a 
greater value to the action of the thermic light bath 
than to the chemical action of the ultraviolet rays. 
By means of the first, the skin temperature may be 
raised as much as 48 per cent and the blood tempera- 
ture increased; the result is an increase in the cel- 
lular processes, a weakening of the toxin and antigen 
activity, and the production of immunizing mate- 
rial, as in fever, but without an increase in the gen- 
eral body temperature. In animal experimentation 
a long application of light caused a partial destruc- 
tion of diphtheria toxins and increased the produc- 
tion of typhus agglutinins. 

In contradistinction to these and similar reports 
made by Hansen, the author is of the opinion that 
the ultraviolet rays are the most important biolog- 
ically but are essentially improved in their action 
when they are combined with the thermic rays. 
Accordingly, sunlight offers the very best mixture 
of rays. This is nearest approximated by the Koh- 
lenbogen lamp. 

Richet, Jr., reported that insects died when placed 
in a glass globe and when they were subjected, for 
a short time, to a dark, dry heat of from 4o to 42 
degrees C. 

Young animals and animals previously rayed show 
greater resistance, and this resistance can be trans- 
mitted by means of blood transfusion. Immuniza- 
tion can be obtained by gradual and continued 
exposure. In unrayed animals high temperature 
leucopenia may be set up by injecting the blood of 
rayed animals. 

According to Richet, humoral reactions are fac- 
tors in the causation of heatstroke. When these 
occur in fever following an infectious disease they 
may be looked upon as the natural reaction of the 
body and are to be combated only when they are 
long continued and the temperature rises above 8.5 
degrees C. 

The destructive results of overheating should be 
treated with camphor and caffeine, not by ether, 
morphine, adrenalin, or cola. Dietz (Z). 
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Dahlfeldt, C.: Rational Dosage of the Stimulating 
Ultraviolet Rays (Zur rationellen Dosierung der 
ultravioletten Reizstrahlen). Strahlenthera pic, 1923, 
XV, 75. 

The dosage of ultraviolet light according to time 
and distance, that has been employed up to the 
present time, in no way meets the need for a gener- 
ally useful dosage. Because of the consideration 
that must be given to dispersion and to the differ- 
ences in the efliciency of the same source of light and 
of light from different lamps, this requires a com- 
plicated reckoning. ‘To establish uniformity of dos- 
age the author proposes to take the relative intensity 
as a number showing how many times stronger or 
weaker the intensity becomes when, under similar 
conditions, the distance is altered from 100 cm. to 
some other distance. The product of this number 
and the time of radiation gives the physical dose. 
The relative intensity J (corresponding to a distance 
of 100 cm.) applied for one minute makes one 
minute unit (MU). The number of these minute 
units shows how many minutes we must irradiate 
at a distance of 100 cm. in order to obtain the dose 
which is given by an irradiation of another relative 
intensity and another length of time. 

The question as to whether or not the number of 
minute units runs parallel with the degree of skin 
reaction has not as yet been determined absolutely. 
Unlike Juengling, the author holds that only slight 
and moderate erythemata can be compared accu- 
rately. 

Under conditions which eliminated so far as pos- 
sible all technical sources of error, a comparison 
was made of small skin fields lying together in the 
form of a square, of which those situated diagonally 
received the same dose. When the minute unit was 
unchanged the skin reaction was the same, irrespec- 
tive of the time of radiation. Such observations 
must extend over several days, as in severe erythe- 
mata the final degree of reaction is established only 
after from three to five days. 

For general irradiation in practice relative doses 
of 14, 1, 2, 3, and 4 at a distance of 141, 100, 70, 58, 
and 50 cm. are sufficient, and for local irradiation 
relative intensities of 10, 20, 30, and 4o at a distance 
of 32, 22, 18, and 16 cm. are indicated. Errors up 
to 20 per cent in the time of radiation are negligible, 
like the difference in dispersion with the quartz light 
which, according to Dorno, is negligible up to 18 
per cent. It is advisable to vary the relative in- 
tensity according to the desired number of minute 
units, in order to keep the radiation time from being 
too short or too long. 

To describe the new dosage further, the ‘reaction 
unit of the skin” is defined as the relation between 
physical dosage and skin sensitivity. With the aid 
of a pattern from six to twelve small fields some- 
what lateral to the umbilicus were irradiated under 
the same external conditions with increasing dos- 
age. The reaction unit, ER, is the weakest reaction 
in which the borders of the streaks are recognizable. 
The number of minute units necessary for the pro- 
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duction of the reaction unit is called Bio. On the 
basis of studies of the sensitivity ot the skin, the 
author gives as a primary dose for the anterior sur. 
face of the body 11% bio, and as a primary dose for 
the posterior surface 1 bio. In order to draw a cor. 
rect conclusion regarding the erythema changes jp 
general irradiation a small control field is sometimes 
left covered. Where there has been previous radia. 
tion the initial dose is higher. 

Because of its certainty, the new method has been 
found of considerable value in estimating the effects 
of ultraviolet light. Diett (G) 


* Gauvain, Sir H. J.: Popular Lecture on the Sun 


Cure. Bril. M.J., 1924, ii, 234. 
The author discusses the dangers of treatment by 
heliotherapy rather than its advantages, and ex- 
plains the action of sunlight. He classifies the 


dangers in two groups: (1) those due to carelessness 4 


or ignorance, and (2) those due to unsuitability of 
the subject. 


The most obvious dangers due to carelessness or! 


ignorance are sunstroke, heatstroke, and sunburn. 
Sunstroke is produced by local heating of the brain 


and general heating of the body, while heatstroke | 
is caused wholly by general heating of the body. | 


Because the circulation of the blood is not suflicient 


to distribute the radiant heat received locally, the | 
Heatstroke is | 
the result of fatique of the sweating mechanism on | 


head and spine must be protected. 


which, in hot atmospheres, the heat regulation of the 
body depends. It can be warded off by artificial 
sweating and by wetting the patient with a spray 


and cooling him with a fan. Sunburning may con- | 
tribute to the onset of sunstroke or heatstroke by 7 


making the subject ill through the absorption of the 


products of damaged tissues. Sunburn should always 5 


be avoided. 

Dangers due to unsuitability of the patient are 
more difficult to describe and in some cases can be 
ascertained only by complicated tests. 


only under medical care. Albinos are not suitable 
for sun treatment. The young, the aged and infirm, 
and persons suffering from any illness or organic 


disease should be given sun treatment only by 7 


those expert in this type of therapy. 

Certain precautions are always necessary. The 
feet should be exposed first, and the rest of the body 
exposed gradually. Full exposure should not be 
permitted before the end of a fortnight. Eventually, 
a total exposure of from two to three hours a day 


may be allowed, but the head should always be | 


protected. The patient should never be too hot or 


too cold. Blistering should be avoided, and exposure 


should be stopped short of fatigue and followed by a 
feeling of well being and exhilaration. 
Properly planned sunlight treatment may be ol 
benefit in three ways: 
1. By its psychological effect. Sunlight has a 
powerful stimulating and tonic action tending to 
banish mental depression. 
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2. By its local or direct effect. Sunlight has a 
jwwerful direct bactericidal action, a property 
pssessed especially by the ultrav iolet rays. How- 
wer, as these rays have very little penetrating power, 
their bactericidal action is limited to organisms on 
the surface of the body. 

3. By its indirect or remote effect. Ultraviolet 
nys increase the power of the blood to destroy 
jathogenic organisms, favor the repair of diseased 
bony tissues by stimulating calcium metabolism, 
prolong life in cases of disease due to vitamine 
leficiency, and cause pigmentation of the skin. The 
visible rays of longer wave length have a greater 
ynetrative power, pass through the skin, and are 
ibsorbed by the blood, their energy being converted 
into heat. The infra- ‘red rays, which have a still 
geater penetrative power, produce local congestion 
ad thermal effects. 

In conclusion Gauvain says that in heliotherapy 
xe have a potent method of stimulating cells, of 
profoundly modifying the properties of the cells 
wmposing the body, and of arresting or preventing 
lisease. Emit C. RopitsHex, M.D. 


schwartz, R. P.: Heliotherapy. Boston M.&S.J., 
1924, CXCl, 243. 

Thirty-three years have not produced universal 
wnfidence in the use of tuberculin in the treatment 
of any form of tuberculosis. 

Heliotherapy has clinically proved the indica- 
tions for its use on the basis of general changes, the 
prevention of deformity, and the restoration of 
function in the affected joint, providing funda- 
mental orthopedic requirements are met. 

High altitudes have a beneficial effect, but excel- 
lent results are obtained at the sea shore. At either 
level, clean clear air is a necessity. 
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Systematic, graduated exposure of the entire body 
except the head, with careful observation of the 
patient as the period and extent is increased seems 
to be of fundamental importance. 

Clinical observations and laboratory investiga- 
tions at present favor the opinion that the thera- 
peutic value of the solar spectrum is due, not to 
the effect of any one part but to the combined 
effect of the entire spectrum. 

Artificial sources of light should not be accepted 
until it is proved that they reproduce the solar 
spectrum in extent and intensity. 

During the acute stage the local lesion in the bone 
or joint should be completely immobilized. Appara- 
tus is indicated but must not interfere with insola- 
tion. Plaster-of-Paris jackets and casts should 
never be used in the treatment of tuberculosis of 
joints, but the affected joints should be kept immo- 
bilized during the entire period of the acute inflam- 
mation and then freed from fixation gradually. The 
amount of motion attempted should be determined 
by the amount of local reaction. Long-continued 
immobilization is responsible in a large measure for 
the loss of function of the joint which so frequently 
occurs. Tuberculous abscesses should be drained. 
Sinuses and ulcers should be unbandaged for twelve 
hours each day, and subsequent treatment should 
favor the restoration of function. 

Surgery must be looked upon as occasionally 
essential in osteo-articular tuberculosis, but its wise 
use depends upon knowing when conservative 
measures have reached their full potentiality in the 
particular case. 

Heliotherapy combined with rest in bed, fresh 
air, good food, etc. has arrested the disease process 
in about 95 per cent of cases of joint tuberculosis. 

Cyr J. Giasrer, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Scars from Gunshot Wounds and Car- 
Wien. klin. 


Just, E.: 
cinoma (Schussnarbe und Carcinom). 
Wchnschr., 1924, xxxvii, 63. 

This is a communication from the von Eiselsberg 
clinic on the question of the causal relationship be- 
tween trauma and carcinoma, and especially the 
development of carcinoma in an old scar. In the 
case of a 39-year-old man who received a gunshot in- 
jury four years previously, there developed in the 
scar of the wound, which had healed in three months, 
a mildly cornified flat-celled carcinoma. The X-ray 
showed that the neoplasm involved the bone and had 
formed metastases in the axillary glands. As rad- 
ical operation was refused, an incomplete operation 
was done and followed by roentgen irradiation. The 
carcinoma grew again rapidly, involving the mus- 
cle, tendons, bones, and blood vessels. The metas- 
tases in the axilla also spread, and a leticular scat- 
tered growth appeared in the skin of the forearm. 

The development of carcinoma in gunshot wounds 
probably will be found more frequently as time goes 
on. The malignancy of these cases indicates an 
early radical procedure, in contradistinction to other 
forms of skin cancer. The neoplasm should be ex- 
cised widely into healthy tissue with removal of 
the regional lymph glands. SonnTAG (Z). 


Matsushita, T.: A New Remedy for Carcinoma, 
“Carcinolysin’’ (Ueber ein neues Carcinommittel, 
“Carcinolysin”’). Deutsche med. Wcehnschr., 1924, 
Lt; 

Carcinolysin is a ferment derived from a Chinese 
variety of pine called ‘“‘haisung.” As a rule, 1 c.cm. 
is given twice daily, either subcutaneously or intra- 
muscularly, but in the initial stages the treatment 
may be begun with 3 c.cm. and the dose then gradu- 
ally reduced. For a clinical cure more than 30 in- 
jections are necessary. 

Carcinolysin is non-toxic, but the softening it 
causes in the tumor produces a febrile reaction. 
Care must be taken to guard against injury to the 
kidneys. 

Of 3,417 cases treated with carcinolysin in Japan, 
64 per cent were benefited, from 26 to 35 per cent 
being clinically cured. GrarF (Z). 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Cole, W. H.: Systemic Blastomycosis (Oidiomy- 
cosis). Ann. Surg., 1924, lxxx, 124. 


Cole reports the clinical course and pathological 
study of a fatal case of systemic blastomycosis in a 


coal miner 27 years old. The portal of entry seem. 
ed to be a contusion of the finger which remained 
a granulating ulcer for ten months. In a period of 
a few weeks lesions developed in the lumbar spine, 
the skin and subcutaneous tissues, the lungs, the 
jaw, and the epididymis. When the patient was 
admitted to the hospital one year after the original 
injury microscopic and cultural studies of the 
organism showed the condition to be unquestionably | 
blastomycosis. The organism proved to be con- 
sistently pathogenic to guinea pigs. 

Under heavy doses of potassium iodide (150 gr, | 
per day) the patient’s general condition and the 
local lesions improved rapidly. Lesions treated | 
with heavy doses of the roentgen-ray were little | 
affected. Mercurochrome tended to stimulate scar- | 
ring. : 

Nine months later the patient again appeared at | 
the hospital in a very poor general condition and 7 
with a recurrence of practically the same lesions. 7 
Salvarsan and potassium iodide given intraven- 7 
ously had very little effect and he died as a re- 
sult of a general toxemia two years after his orig- 7 
inal injury. q 

The pathological diagnosis was pulmonary and 
cutaneous blastomycosis, blastomycosis of the | 
fourth lumbar vertebra, general amyloidosis, fibro- 
purulent pericarditis and peritonitis, cedema and © 
congestion of the pia arachnoid, blastomycosis of © 
the epididymis (healed), abscess of the jaw, second- 
ary anemia, and hemolytic streptococcus septi- 7 
cemia. Wituram P. VAN WAGENEN, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Carrel, A.: The Method of Tissue Culture and Its © 
Bearing on Pathological Problems. Brit. M.J., ~ 
1924, ii, 140. : 

Certain technical improvements such as the use | 
of pure cultures of tissues and the development of © 
procedures permitting a quantitative study of the 


interactions of the tissues and their medium have % 


led to the discovery of certain properties of the | 
humors and of the cells which previously were un- 
known. : 
The new procedures have revealed the growth- | 
restraining action of blood serum, the growth- 7 
promoting properties of certain substances synthe- 7 

sized by embryonic and other cells, and the nutritive 
function of the white blood cells. 
Although the technique is still very crude, the | 
method of tissue culture will increase our under- 7 
standing of pathological problems because it will 7 
reduce complex phenomena to simpler terms and | 
bring to light some of their underlying principles. 
Cyrit J. Graspet, M.D. 
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MISCELLANEOUS 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


flagé, P. J.: A Scientific Basis for the Use of Color 


in the Operating Room. Modern Hosp., 1924, 
xxii, §55- 


Reflection from white surfaces constitutes a seri- 
ous difficulty which has increased as the use of 
artificial light has taken the place of daylight. While 
4 white operating room suggests cleanliness and 
asepsis and has a pleasing aspect, it has been found 
sientifically and physiologically incorrect. Sug- 
gestions bearing upon necessary deviations from 
white have come from various classes of persons— 
surgeons, medical men, architects, interior decora- 
tors, and stage-lighting experts. Some of them repre- 
sent the views of persons interested in the ensemble 
of the operating room (views zxsthetic and psycho- 
logical) and others, those of persons interested in the 
operating room as a laboratory with interest focused 
upon the field of operation (views utilitarian or 
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physiological).- As the operating room is merely a 
setting for the patient and the field of operation, the 
physiological point of view must predominate. 

The difficulties presented by the field of operation 
are three: illumination, reflection, and color fatigue. 
As operations are today only rarely performed by 
the exclusive use of daylight, the problem of supply- 
ing daylight for the operating room has passed. The 
operating room may as well be in the basement of 
the building. The ordinary Mazda light with yellow 
rays is better than the so-called daylight bulb. 

Maximum illumination may be obtained and re- 
flection and color fatigue may be overcome by em- 
ploying the color which is complementary to the 
operative field, a definite bluish green. The color of 
the operative field has been determined as equal to 
about 90 per cent oxygenation (oxyhemoglobino- 
meter, Flagg). Therefore the recommendation is 
made that the floor, wainscoting, tiling, and furniture 
of the operating room and all draperies, gowns, gauze 
etc., be of this color. Cart R. STEINKE, M.D. 
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